atfvmu  uvC 


I B RAR.Y 


ojS’ijuvjJwvC1 


Auv^an  % 

co9mwjJaw 


an  p-anctsco 


/>■-!  \ L'BdARV 

f-v-j 

oj?Durj-/?n<0 


library 

Vi  t?  n 


otfiJUvjfotvQ 


& A-yv^Qn  % 

OjfiMVUJ  wQ 


.uv^an 


Digitized  by  the  Internet  Archive 
in  2016  with  funding  from 

The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund 


https://archive.org/details/journalofmississ141unse 


VOLUME  XIV 

January- December,  1973 


• EDITOR 

W.  Moncure  Dabney,  M.D. 

• ASSOCIATE  EDITORS 
George  H.  Martin,  M.D. 

Myron  W.  Lockey,  M.D. 

• MANAGING  EDITOR 
Nola  Gibson 

• PUBLICATIONS  COMMITTEE 
Lawrence  W.  Long,  M.D. 

Chairman 

Frank  L.  Butler,  Jr.,  M.D. 

T.  A.  Baines,  M.D. 
and  the  editors 


THE  ASSOCIATION 
Arthur  A.  Derrick,  Jr.,  M.D. 
President 

J.  T.  Davis,  M.D. 
President-elect 

James  P.  Spell,  M.D. 
Secretary-  T re  usurer 

John  B.  Howell,  Jr.,  M.D. 
Speaker 

Walter  H.  Simmons,  M.D. 
Vice  Speaker 

Charles  L.  Mathews 
Executive  Secretary 

H.  Cody  Harrell 

Assistant  Executive  Secretary 


Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson  39216 


The  Journal  of  the  Mississippi  State  Medical  Association 
is  owned  and  published  by  the  Mississippi  State  Medical  Asso- 
ciation, founded  December  15,  1856.  Editorial,  executive,  and 
business  offices,  735  Riverside  Drive,  Jackson,  Mississippi  39216. 
Office  of  publication,  1201-5  Bluff  Street,  Fulton,  Missouri 
65251.  Copyright  1973,  Mississippi  State  Medical  Association. 


JANUARY  1973 


U.  C.  SAN  FRANCISCO 
MEDICAL  CENTER  LIBRARV 


363 

CJt££y 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available 
to  the  profession  on  request. 


I FEB  71973  ...  „ 

Dl ..iiar  line  of 

[ardran  products 

lurandrenolide 


Month  . . . Plasma  Proteins, 
Postgastrectomy  Orange  Pulp  Small 


Bowel  Obstruction,  Pseudocoarctation 


< O «'»  u .»  d 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Volume  XIV 
Number  1 
January  1973 


• EDITOR 

W.  Moncure  Dabney,  M.D. 


CONTENTS 


• ASSOCIATE  EDITORS 

George  H.  Martin,  M.D. 
Thomas  W.  Wesson,  M.D. 

• MANAGING  EDITOR 
Nola  Gibson 

• PUBLICATIONS  COMMITTEE 

Lawrence  W.  Long,  M.D. 
Chairman 

Frank  L.  Butler,  Jr.,  M.D. 

T.  A.  Baines,  M.D. 
and  the  editors 

• THE  ASSOCIATION 

C.  R.  Jenkins,  M.D. 

President 

A.  A.  Derrick,  Jr.,  M.D. 
President-Elect 

Raymond  S.  Martin,  Jr.,  M.D. 
Secretary-  T reasurer 

John  B.  Howell,  Jr.,  M.D. 
Speaker 

Walter  H.  Simmons,  M.D. 

Vice  Speaker 

Charles  L.  Mathews 
Executive  Secretary 

H.  Cody  Harrell 

Assistant  Executive  Secretary 


The  Journal  of  the  Mississippi  State 
Medical  Association  is  owned  and  pub- 
lished by  the  Mississippi  State  Medical 
Association,  founded  1856.  Editorial,  ex- 
ecutive, and  business  offices,  735  Riverside 
Drive,  Jackson,  Mississippi  39216;  office 
of  publication.  1201-5  Bluff  Street,  Fulton. 
Missouri  65251.  Subscription  rate,  $7.50 
per  annum;  $1  per  copy,  as  available.  Ad- 
vertising rates  furnished  on  request. 
Second-class  postage  paid  at  the  post  office 
at  Fulton,  Missouri. 


ORIGINAL  PAPERS 

Diagnostic  Significance  of 
Plasma  Proteins:  A New 
Dimension  in  the  Clinical 

Laboratory  1 Mohamed  A.  Mobarak. 

M.D.,  and  Warren  N.  Bell, 
M.D..  Jackson.  Miss. 

Orange  Pulp  Small  Bowel 
Obstruction  in  a 
Postgastrectomy  Patient: 

A Case  Report  7 W.  Thomas  Rueff.  M.D.. 
Jackson.  Miss. 

SPECIAL  ARTICLE 

Radiologic  Seminar 
CXXIII:  Pseudocoarcta- 
tion of  the  Aorta  14  James  T.  Trapp.  M.D. , 

John  M.  Blakey,  M.D..  and 
A.  Jack  Stacey.  M.D., 
Tupelo,  Miss. 


EDITORIAL 

Report  of  Delegates  to 

AMA  17  G.  Swink  Hicks.  M.D. . 
Natchez,  Miss. 

THIS  MONTH 

The  President  Speaking  16  “The  Health  Care  Crisis"  (?) 

Medical  Organization  23  Muscular  Dystrophy 

Association  Will  Open  Clinic 
At  University  Medical  Center 


Copyright  1973.  Mississippi  State  Medical  Association 


Pinworm 


therapy  is  often  a 
family  affair 


i 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness,  j 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


JOURNAL  OF  THE  MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

January  1973,  Vol.  XIV,  No.  1 


Diagnostic  Significance  of  Plasma 
Proteins:  A New  Dimension  in  the 

Clinical  Laboratory 

MOHAMED  A.  MOBARAK,  M.D.,  D.Sc.,* *  and 
WARREN  N.  BELL,  M.D.,  D.Sc. 

Jackson,  Mississippi 


It  has  become  increasingly  apparent  over  the 
past  few  years  that  the  quantitation  of  plasma 
proteins  represents  an  accurate  means  for  the 
determination  of  a variety  of  disease  states  and 
genetic  abnormalities.  Until  recently,  available 
methods  for  the  performance  of  these  evaluations 
have  been,  however,  prohibitively  time  consum- 
ing and  costly.  As  a result,  the  routine  perform- 
ance of  these  tests  has  been  severely  limited. 
The  introduction  of  highly  advanced  and  sophis- 
ticated methods  in  the  past  decade  added  one  of 
the  most  useful  new  dimensions  to  clinical  lab- 
oratory diagnosis. 

Salting  out  methods  for  albumin  and  globulins, 
electrophoresis,  flocculation  and  turbidity  tests 
helped  the  clinician  a great  deal  in  the  past. 
More  advanced  techniques  are  now  progressively 
replacing  these  methods. 

The  clinical  applications  of  immunoelectro- 
phoresis  (IEP)  are  concerned  mainly  with  serum, 
but  protein-pattern  changes  have  also  been  stud- 
ied in  urine,  cerebrospinal,  peritoneal,  and  other 
body  fluids.  A distinct  advantage  of  the  tech- 
nique is  the  ability  to  recognize  specific  changes. 
Diseases  that  can  be  diagnosed  by  immunoelec- 
trophoresis  include  multiple  myeloma,  Walden- 
strom’s macroglobulinemia,  and  the  relatively 
rare  entities  of  hypogammaglobulinemia,  agam- 

From the  Department  of  Clinical  Laboratory  Sciences, 

University  of  Mississippi  Medical  Center,  Jackson, 

Miss. 

* Dr.  Mobarak  is  now  deceased. 


maglobulinemia,  a-yA-globulinemia,  analbumin- 
emia,  afibrinogenemia,  atransferrinemia,  Wilson’s 
disease,  and  bisalbuminemia.  In  multiple  myeloma 
the  presence  of  the  myeloma  paraprotein1  in 


The  quantitation  of  plasma  proteins  rep- 
resents an  accurate  means  for  the  determina- 
tion of  a variety  of  disease  states  and  genetic 
abnormalities.  Their  complex  nature  made 
them  difficult  to  identify,  but  now  immuno- 
diffusion technics,  which  are  specific  for 
identification  and  quantitation  of  those  pro- 
teins, have  been  developed.  The  authors 
discuss  analytical  methods  for  plasma  pro- 
tein determinations  and  give  the  diagnostic 
significance  of  specific  plasma  protein  frac- 
tions. 


serum  is  revealed  by  a sharp,  well-defined  de- 
flection of  the  yG-globulin  arc  toward  the  anti- 
body trough,  a deflection  which  indicates  an  in- 
crease of  antigen  in  this  usually  narrow  mobility 
range.  Due  to  this  increase  in  the  antigen  concen- 
tration, optimal  antigen-antibody  ratio  for  pre- 
cipitin formation  is  obtained  at  a position  closer 
to  the  antibody  trough  than  is  normally  the  case. 
(See  Figure  1.) 

In  Fc  (=  heavy  chain)  disease,  patterns  sim- 
ilar to  those  of  multiple  myeloma  are  obtained, 
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but  differentiation  between  the  two  diseases  is 
easily  achieved  by  the  presence  of  Bence  Jones 
protein  in  myeloma,  and  its  absence  in  Fc  disease. 
Another  clue  to  diagnosis  is  the  presence  of  a 
monoclonal  peak  on  electrophoresis  of  urine 
which  is  negative  for  Bence  Jones  protein. 

In  Waldenstrom's  macroglobulinemia,  the  dis- 
ease is  recognized  by  the  presence  of  an  abnor- 
mally-shaped yM-globulin  (see  Figure  2),  the 
pathologic  macroglobulin. 

Hypogammaglobulinemia  may  be  recognized 
in  that  the  precipitin  arc  of  the  IgG  globulin  is 
shorter,  weaker,  and  is  situated  further  from  the 
antibody  trough  than  normal.  (See  Figure  3.) 
In  agammaglobulinemia,  the  precipitin  line  would 
be  missing  altogether.  Congenital  metabolic  de- 
fects may  be  associated  with  a deficiency  of  a 
specific  protein  such  as  albumin,  transferrin,  or 
ceruloplasmin.  The  lack  of  protein  is  revealed  in 
immunoelectrophoretic  patterns  by  the  absence 
of  the  corresponding  precipitin  lines.  Immuno- 
electrophoresis of  serum  can  also  reveal  the  un- 
usual condition  of  bisalbuminemia,  where  a dou- 
ble-humped albumin  precipitate  is  present  due  to 
the  occurrence  of  two  albumin  fractions  with  sim- 
ilar immunologic  properties  but  of  different  elec- 
trophoretic mobility.2 

While  the  diagnosis  of  hypogammaglobulinemia 
or  agammoglobulinemia  can  usually  be  made  by 
Immunoelectrophoresis,  absolute  values  of  the  spe- 
cific globulin  deficiencies  may  be  readily  deter- 
mined by  radial  immunodiffusion.  Replacement 
therapy  can  best  be  gauged  by  this  same  tech- 
nique. In  the  hyperglobulinemic  disorders  (e.g., 
myeloma  and  macroglobulinemia),  the  effective- 
ness of  chemotherapy,  plasmapheresis,  etc.,  can 
be  followed  in  a similar  fashion.  Albumin,  cerulo- 
plasmin, transferrin  and  alpha2  macroglobulin 
can  also  be  quantitated  using  this  technique. 

The  Auto  Analyzer  system  is  now  being  used 
for  an  advanced  Automated  Immunoprecipitin 
technique  whereby  protein  profiling  has  become 
practical.  The  Automated  Immunoprecipitin  pro- 
cedure employing  the  Fluoronephelometer  was 
especially  developed  to  detect  specific  proteins, 
taking  advantage  of  immunological  reactions. 

SPECIFIC  FRACTIONS 

The  measurement  of  albumin3  has  been  a val- 
uable adjunct  to  a variety  of  studies.  Its  major 
role  has  been  to  assess  catabolic  processes  and 
hepatic  protein  synthesis  rates  and  to  give  the 
clinician  some  concept  of  the  oncotic  activity  of 
plasma.  Low  serum  albumin  levels  are  present 


in  acute  or  chronic  illness  of  any  nature,  acute 
and  chronic  liver  disease,  nephrosis,  protein  losing 
enteropathy,  extensive  burns,  malabsorption  and 
malnutrition. 

IgG  has  been  found  to  possess  antibody  ac- 


Figure  7.  Immunoelectrophoretic  patterns  compar- 
ing normal  serum  in  top  cup  of  each  slide  with  mul- 
tiple myeloma  serum  in  bottom  cups.  The  top  trough 
was  filled  with  Anti-IgG  antiserum,  the  middle  with 
Anti-IgA,  and  the  bottom  with  Anti-IgM.  Note  the 
appearance  and  position  of  myeloma  IgG  parapro- 
tein, and  the  decrease  of  IgA  and  IgM  in  myeloma 
serum  as  indicated  by  diminution  in  intensity  and 
length  of  precipitin  arcs. 
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Figure  2.  Invnunoelectrophoretic  patterns  of  serum 
from  a case  of  Waldenstrom's  macroglobulinemia. 
The  top  cup  of  each  slide  was  filled  with  reference 
normal  human  serum,  and  the  bottom  cups  were 
filled  with  patient  serum.  Top  trough  was  filled  with 
anti-IgG  antiserum,  the  middle  with  anti-IgA , and 
the  bottom  with  anti-IgM.  Decrease  of  IgG  and  IgA 
in  patient’s  serum  is  indicated  by  the  shorter  precipi- 
tin arcs  as  compared  to  normal  serum.  Note  the 
deeply  stained  macroglobulin  spots  near  wells  con- 
taining patient's  serum,  and  the  increased  intensity 
of  the  macroglobulin  arc. 

tivity  against  toxins,  foreign  proteins  and  viral 
and  bacterial  antigens.  The  IgG  class  of  immuno- 
globulins constitutes  the  largest  part  (about  75 
per  cent)  of  the  immunoglobulin  population  with 
a mean  adult  serum  level  of  1200  mg±  319 
mg/  100  ml.  It  is  actively  transported  across  the 


placenta,  thus  providing  the  newborn  with  an 
abundant  supply  of  antibodies  for  the  first  few 
months  of  life.  A low  level  is  reached  at  about 
two  to  three  months  of  age  after  which  the  in- 
fant synthesizes  his  own  IgG.  The  normal  adult 
level  is  attained  at  about  five  to  seven  years  of 
age.4 

The  measure  of  G globulin  has  been  used  ex- 
tensively for  clinical  evaluation,  first  by  the  pedia- 
trician when  it  became  known  that  low  levels  of 
gamma  G predisposed  the  patient  to  infection.4 
Children  who  seem  to  be  small  physically,  or 
who  have  chronic  infectious  processes,  chronic 
coughs,  tonsillitis,  or  evidence  of  congenital  mus- 
culoskeletal disorders  stimulate  physicians  to  con- 
sider the  possibility  of  agammaglobulinemia  or 
hypogammaglobulinemia.5  Adults,  usually  young 
adults,  who  have  repeated  infections  are  even- 
tually assessed  by  this  method,  as  are  patients 
suffering  disease  states  where  infection  is  a wor- 
risome problem;  for  instance,  patients  who  have 
lymphoma  or  who  are  receiving  antimetabolites 
for  other  neoplasms  or  following  organ  trans- 
plantation. 

Alternatively,  very  high  levels  of  gamma  G 
(see  Figure  4)  are  of  interest.  Patients  with  a 
wide  variety  of  immunologic  syndromes6  e.g., 
rheumatoid  arthritis,  systemic  lupus,  sarcoidosis, 
are  examined  to  measure  the  duration  and  activ- 
ity of  the  disease  process;  patients  with  high 
levels  of  gamma  G globulin  usually  have  more 
active  disease.  Patients  with  obscure  clinical  prob- 
lems are  frequently  studied  by  this  technique  be- 
cause some  valuable  information  can  be  obtained 
from  the  finding  of  a very  high  level  of  gamma  A. 
Patients  with  subacute  bacterial  endocarditis 
(SBE),  tuberculosis,  congenital  syphilis,  and 
some  patients  with  occult  lymphomas  have  high 
levels  of  gamma  G globulin.  With  respect  to  sur- 
gical orientation,  this  protein  is  important  in  the 
evaluation  of  painless  jaundice.  Patients  who  ap- 
pear jaundiced  but  have  no  abdominal  pain  to 
suggest  acute  gallbladder  disease  or  active  hepa- 
titis may  be  divided  into  two  groups:  (1)  those 
with  a stone  or  a neoplasm  obstructing  the  com- 
mon duct,  and  (2)  those  with  indolent  chronic 
liver  disease.  Those  with  chronic  liver  disease 
who  develop  jaundice  have  a marked  elevation 
of  gamma  G globulin;  those  with  liver  disease 
and  jaundice  secondary  to  an  acute  obstruction 
of  the  common  duct  have  normal  levels,  a very 
useful  diagnostic  parameter. 

IgA  possesses  antibody  activity  against  viruses 
and  several  bacteria  and  bacterial  products  (e.g., 
escherichia,  brucella,  diphtheria,  and  tetanus  tox- 
ins). 


JANUARY  1973 


3 


PLASMA  PROTEINS  / Mobarak  and  Bell 

In  much  the  same  fashion  as  with  IgG,  the 
pediatric  patient  is  studied  for  levels  of  IgA. 
While  it  is  markedly  diminished  in  certain  pedi- 
atric diseases,  its  value  is  somewhat  age  depen- 
dent. Most  patients  younger  than  four  years  of 
age  have  very  low  levels  of  gamma  A.  It  is  only 
after  five  or  six  years  of  age  that  levels  rise  sig- 
nificantly and  certain  neurologic  diseases,  asso- 
ciated with  very  low  or  undetectable  levels  of 
IgA.  become  a consideration.  In  the  adult  popu- 
lation it  has  recently  been  found  that  about  one 
to  two  per  cent  of  perfectly  normal  individuals 
lack  gamma  A globulin.  A long-term  evaluation 
of  these  patients  has  not  yet  been  possible,  and 
they  may  indeed  later  develop  some  significant 
disease  related  to  this  lack.  This  protein  is  rather 
poorly  understood  in  its  pathophysiologic  role. 
Early  data  now  suggest  that  elevations  are  related 
to  acute  viral  infections,  which  would  make  the 
protein  more  significant  clinically  than  we  cur- 
rently recognize.  Serum  IgA  is  decreased  in  heredi- 
tary ataxia  telangiectasia,  immunologic  deficiency 
states  (e.g.,  dysgammaglobulinemia,  congenital 
and  acquired  agammaglobulinemia,  and  hypogam- 
maglobulinemia) and  malabsorption  syndromes. 
It  is  elevated  in  Aldrick  syndrome,  most  cases  of 
liver  cirrhosis,  certain  stages  of  collagen  and  other 
autoimmune  disorders  and  chronic  infections  not 
based  on  immunologic  deficiencies.  As  with  gam- 
ma G,  massive  elevations  of  a monoclonal  variety, 
such  as  are  seen  in  multiple  myeloma,  are  of  ma- 
jor interest  in  the  adult  population.  Very  high 
levels  in  the  grams  per  cent  range  of  both  gamma 
A or  gamma  G make  multiple  myeloma  a serious 
consideration.  In  recent  years,  Tomasi,  et  al,7 
have  studied  extensively  the  existence  of  secre- 
tory IgA,  the  predominant  antibodies  at  all  inter- 
faces between  the  internal  and  external  environ- 
ment. Secretory  IgA  differs  from  serum  IgA  in 
that  it  possesses  an  additional  “piece”  forming  a 
larger  molecule  of  11. 4S  with  a molecular  weight 
of  approximately  385, 000. 7 Isohemagglutinins, 
cold  agglutinins,  rhematoid  factors,  antibodies 
against  somatic  “o”  antigens  of  gram  negative 
bacteria,  etc.  are  characteristically,  but  not  ex- 
clusively, found  in  the  IgM  class.  Increased  IgM 
levels  have  been  reported  in  adults  with  Walden- 
strom’s macroglobulinemia  (M-component),  try- 
panosomiasis, actinomycosis,  bartonellosis,  ma- 
laria, infectious  mononucleosis,  and  in  certain 
cases  of  dysgammaglobulinemia.8  Decreased  IgM 
levels  may  be  found  in  agammaglobulinemia,  cer- 
tain lymphoproliferative  disorders,  lymphoid  apla- 
sia, IgG  and  IgA  myeloma,  and  in  dysgamma- 
globulinemia. 


Figure  3.  I mmunoelectrophoretic  patterns  compar- 
ing normal  serum  in  top  cup  of  each  slide  with 
serum  from  a patient  with  protein-losing  enteropathy 
in  bottom  cups.  The  top  trough  was  filled  with  anti- 
IgG  antiserum,  the  middle  with  anti-IgA  and  the  bot- 
tom with  anti-IgM.  Note  the  decrease  in  IgG,  IgA 
and  IgM  in  patient’s  serum  as  indicated  by  diminu- 
tion in  intensity  and  length  of  precipitin  arcs. 

In  the  same  fashion  as  IgA  and  IgG,  IgM  is 
low  in  the  normal  child,  the  value  increasing  with 
age.  Its  major  pediatric  application  is  in  the 
newborn.  Babies  born  with  possible  intrauterine 
infection,  especially  rubella,  have  demonstrable 
levels  of  gamma  M at  birth,  while  ordinarily 
there  is  very  little.  A two-  or  three-day-old  child 
with  jaundice  of  unknown  etiology,  or  a child 
jaundiced  at  birth,  suggests  neonatal  or  intra- 
uterine infection.9  Determination  of  IgM  may 
help  to  identify  a child  who  has  neonatal  rubella, 
cytomegalic  inclusion  disease,  syphilis,  and  toxo- 
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plasmosis.  In  the  adult,  IgM  plays  a much  more 
important  role  as  the  acute  phase  protective  im- 
mune mechanism,  rising  fairly  rapidly  from  base- 
line levels  to  high  levels  in  such  viral  processes 
as  hepatitis,  where  levels  of  five  times  normal 
are  not  uncommon.  Very  high  levels,  as  in  macro- 


Figure  4.  Immunoelectrophoretic  patterns  compar- 
ing normal  human  serum  ( top  well  of  each  slide ) with 
serum  from  a patient  with  polyclonal  gammopathy 
(bottom  wells).  Top  trough  was  filled  with  antihuman 
IgG,  middle  with  antihuman  IgA.  and  bottom  trough 
with  antihuman  IgM.  Note  that  the  hypergamma- 
globulinemia serum  contains  higher  concentrations 
of  IgG,  IgA,  and  IgM  as  judged  by  the  intensity, 
length  and  the  distance  of  the  lines  from  the  troughs. 


globulinemia,  parallel  the  situation  with  IgA  and 
IgG  globulin  and  denote  a neoplastic  lymphoid 
cell  process. 

Thermal  properties  of  plasma  proteins  have 
been  utilized  as  a diagnostic  tool.  Cryoglobulins 
are  paraproteins  which  undergo  reversible  pre- 
cipitation on  cooling.  They  may  belong  to  IgG, 
IgA,  IgM  or  Bence  Jones  proteins.  Cryofibrinogen 
may  be  seen  when  heparinized  plasma  is  cooled 
to  0°C.  Its  presence  is  usually  associated  with 
neoplastic  disease.10 

Pyroglobulins  are  paraproteins  which  precipi- 
tate irreversibly  on  heating  to  56°C.  They  may 
be  associated  with  myeloma,  macroglobulinemia. 
lymphoma,  collagen  disease  or  cancer.  Pyroglobu- 
lins are  usually  discovered  when  serum  is  inac- 
tivated by  heat  for  VDRL  serology  test. 

Bence  Jones  proteins  are  usually  present  in 
urine  in  cases  of  myeloma,  but  may  also  be 
found  in  metastatic  malignancy,  primary  macro- 
globulinemia, chronic  renal  disease  with  albumin- 
uria, some  normal  subjects,  and  in  benign  mono- 
clonal gammapathy.11 

COMPLEMENT  C'3 

Recently,  considerable  interest  has  been  cen- 
tered around  the  quantitative  determination12  of 
one  component  of  complement  C'3.  Serum  C'3 
levels  are  usually  low  in  active  systemic  lupus 
erythematosis  and  lupus  nephritis,  and  thus  serve 
as  a very  helpful  laboratory  guide  in  differentiat- 
ing this  disease  from  other  “collagen  disorders.” 
C'3  levels,  however,  are  also  lowered  in  active 
acute  glomerulonephritis,  thus  aiding  in  distinguish- 
ing this  disorder  from  pyelonephritis  and  other 
renal  disorders.  Markedly  diminished  levels  occur 
in  active  acute  glomerulonephritis  and  active  sys- 
temic lupus  erythematosis  patients  with  hemolytic 
anemia  mediated  by  or  in  association  with  com- 
plement. Lowered  levels  occur  in  diseases  asso- 
ciated with  cryoglobulins  or  cryoagglutinins.  Ele- 
vations also  occur,  and  early  data  suggest  future 
utility  in  diagnosis  of  serum  sickness  and  amy- 
loidosis. It  has  been  described  in  active  sarcoidosis. 
Analysis  of  haptoglobin  could  replace  the  sedi- 
mentation rate,  giving  considerably  greater  accu- 
racy. Elevations  of  haptoglobin  are  responses  to 
such  acute  inflammatory  processes  as  occur  in 
abscess,  sarcoidosis,  rheumatoid  arthritis,  some- 
times postoperatively  in  certain  cancers  with  in- 
flammatory components,  SBE,  tuberculosis,  etc. 
Lowered  levels  occur  in  patients  who  are  releas- 
ing hemoglobin  intravascularly,  usually  in  hemo- 
lytic anemia.  Levels  less  than  five  mg  per  cent  are 
highly  suggestive  of  this  process.  Haptoglobin 
levels  are  of  considerable  interest  to  cardiologists 
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and  cardiac  surgeons,  who  replace  a patient's 
valves  with  mechanical  prostheses,  as  an  indica- 
tion of  anemia  which  is  relatively  refractory  and 
is  based  on  hemolysis  due  to  such  mechanical 
prosthesis.  The  test  has  been  useful  in  measuring 
the  degree  of  hemolysis  and  monitoring  it  as 
time  goes  on.  Zero-level  haptoglobin  has  been 
noted  in  patients  with  large  resolving  hematoma, 
reflecting  the  same  process  as  the  release  of  hemo- 
globin from  red  cells  by  hemolytic  process,  hemo- 
globin in  this  instance  coming  from  a leakage 
from  the  hematoma  into  the  blood  stream.  This 
occurs  posttraumatically,  following  an  aortic  an- 
eurysm rupture,  etc.  Decreased  levels  may  be  im- 
portant in  the  diagnosis  of  sepsis  from  either  an 
occult  abscess  or  subacute  bacterial  endocarditis. 
While  these  patients  have  a negative  Coombs’ 
test,  they  have  zero  haptoglobin,  probably  on  a 
nonimmune  hemolytic  basis;  the  actual  process  is 
not  understood. 

Elevation  of  alphai  anti-trypsin  may  be  the 
only  abnormality  detected  in  early  inflammatory 
processes.  It  rises  within  the  first  few  days  of 
pneumonia,  abscess  formations,  or  arthritis,  and 
therefore  represents  a rather  good  measurement 
of  early  inflammatory  processes.  A diminution  in 
levels  of  alpha]  anti-trypsin  has  recently  been 
shown  to  have  a very  close  correlation  with  chron- 
ic lung  disease.  This  is  a genetically  determined 
abnormality  in  which  manifestation  of  chronic 
lung  disease  is  apparently  related  to  absence  of 
this  protein  from  the  blood.  Some  patients  have 
levels  of  this  protein  below  the  limits  of  detectabil- 
ity, while  others  have  a marked  diminution;  both 
represent  genetic  variants.  Patients  with  dimin- 
ished levels  have  less  severe  lung  disease. 

The  role  of  transferrin  in  the  transport  of  iron 
has  only  recently  been  appreciated.  A fair  num- 
ber of  patients  with  anemia  refractory  to  iron 
loading  simply  lack  sufficient  carrier  to  bring  the 
element  to  the  marrow.  This  is  notable  in  pa- 
tients with  liver  disease,  who  are  incapable  of  pro- 
ducing transferrin  in  adequate  amounts,  and  in 
patients  with  nephrotic  syndrome,  where  the  pro- 
duction of  transferrin  is  unequal  to  the  loss  in 
urine.  This  abnormality  also  occurs  in  protein- 
losing enteropathies  where  plasma  proteins  are 
lost  into  the  G.I.  tract  rather  than  into  the  urine, 
and  probably  plays  a distinct  role  in  anemia  as- 
sociated with  burns,  in  which  the  small  molecular 
species  of  proteins,  including  transferrin  are  lost 
through  the  wound  site.  Increase  has  been  found 
primarily  in  the  latter  part  of  pregnancy,  iron- 
deficiency  anemia,  and  acute  hepatitis. 

Immunochemical  quantitation  of  ceruloplasmin 
has  also  been  of  interest  to  the  clinician.  Patho- 


logic hypoceruloplasminemia  may  be  a conse- 
quence of  interference  with  protein  synthesis  in 
severe  malnutrition  or,  exceptionally,  in  advanced 
hepatic  insufficiency.  It  may  also  be  seen  in  cases 
of  defective  absorption  of  copper  and  intestinal 
malabsorption,  in  nephrosis,  or  in  protein-losing 
enteropathies.  In  most  of  these  conditions,  the 
hypoceruloplasminemia  is  transitory,  while  life- 
long deficiency  or  virtual  absence  of  the  copper- 
binding protein  is  characteristic  only  of  Wilson's 
disease. 

SUMMARY 

Plasma  proteins  are  of  such  a complex  chem- 
ical nature  that  they  have  been  difficult  to  identify 
by  conventional  chemical  and  electrophoretic 
technics.  Immunodiffusion  technics  are  specific 
for  identification  and  quantitation  of  those  pro- 
teins for  which  specific  antibodies  have  been  de- 
veloped. The  recent  introduction  of  automated 
protein  quantitation  enables  the  clinical  labora- 
tory to  help  clinicians  in  diagnosis  of  a wide  va- 
riety of  disease  states  which  are  difficult,  or  even 
impossible,  to  confirm  without  quantitation  of 
specific  plasma  proteins.  Proteins  of  particular 
interest  include  ceruloplasmin,  transferrin,  IgA, 
IgM,  IgG,  complement  C3,  ao-macroglobulin,  hap- 
toglobin and  albumin.  *** 

2500  North  State  Street  (39216) 
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Orange  Pulp  Small  Bowel  Obstruction 

in  a Postgastrectomy  Patient: 

A Case  Report 

W.  THOMAS  RUEFF,  M.D. 

Jackson,  Mississippi 


The  word  “bezoar”  has  an  interesting  history. 
It  is  either  Persian  or  Arabic  in  origin,  and  when 
first  discovered  in  goats  and  antelopes,  bezoar 
stones  were  highly  valued  as  “antidotes”  or  “anti- 
poisons.” The  bezoar  stone  was  listed  in  a phar- 
macopoeia compiled  by  Muwaffak  in  923  A.D. 
Great  sums  of  money  were  paid,  and  it  is  even 
reported  that  a castle  was  traded  for  possession 
of  these  rare  items,  the  medicinal  properties  of 
which  continued  to  be  recognized  even  as  late  as 
in  a nineteenth  century  British  pharmacopoeia.1 * 

Bezoar  is  defined  as  “a  concretion  of  various 
character  sometimes  found  in  the  stomach  or  in- 
testines of  man  or  other  animals,”  and  is  divided 
into  four  general  types:  ( 1 ) Trichobezoar  (hair); 

(2)  Phytobezoar  (fruit  and  vegetable  fibers)  and 
Diospyrobezoar  (specifically  persimmon  bezoars); 

(3)  Trichophytobezoar  (mixture  of  hair  and 
fruit  and  vegetable  fibers);  and  (4)  Concretions 
(seen  usually  in  commercial  painters  who  imbibe 
shellac  for  alcohol  content  and  form  conglomera- 
tions from  the  resins  and  gums  contained  there- 
in ) .- 

This  discussion  deals  only  with  type  2 and  its 
relationship  to  the  postgastrectomy  patient. 

Since  Seifert  ( 1930) 3 reported  the  first  case  of 
a phytobezoar  obstructing  the  small  intestine  of  a 
postgastrectomy  patient,  this  entity  has  become  a 
well-known  clinical  problem.  Spurzem  and  Des- 
ser4  were  able  to  collect  only  12  cases  from  the 
world’s  literature  in  1957.  Norberg,5  in  1961, 
added  21  cases  to  the  seven  he  had  described  in 
1955. 6 In  1964  Schlang  and  McHenry7  reported 
on  84  cases  in  which  the  intestinal  obstruction 
was  secondary  to  orange  pulp  alone.7 

From  the  Department  of  Surgery,  University  of  Missis- 
sippi Medical  Center,  Jackson.  Miss. 


Although  still  rare,  there  have  been  over  150 
cases  of  postgastrectomy  phytobezoar  reported 
since  1955. 8 This  increasing  frequency  prompted 
the  writing  of  this  paper,  which  has  a three-fold 


There  have  been,  over  the  past  30  years, 
an  ever  increasing  number  of  patients  who, 
at  various  intervals  after  partial  gastrectomy 
for  duodenal  ulcer  disease,  have  developed 
intestinal  obstruction  secondary  to  phyto- 
bezoars. The  author  reports  such  a case  and 
discusses  the  problem  in  general. 


purpose:  (1)  to  re-emphasize  to  surgeons  that 

phytobezoar  intestinal  obstruction  in  the  postgas- 
trectomy patient  is  an  increasingly  recognized 
problem  and  should  be  considered  as  a possible 
diagnosis  when  this  type  patient  presents;  (2) 
to  present  some  plausible  explanations  for  this 
syndrome  and  suggest  preventative  measures;  and 

(3)  to  add  to  the  literature  an  additional  case 
report  of  mechanical  small  bowel  obstruction  sec- 
ondary to  multiple  phytobezoars  in  a postgas- 
trectomy patient. 

Only  a few  bezoars  have  been  detected  in  pa- 
tients in  the  University  Hospital  during  the  last 

17  years  and  the  case  to  be  reported  is  the  only 
one  that  fits  the  topic  of  this  paper. 

CASE  REPORT 

This  42-year-old  white  male  presented  to  the 

University  Medical  Center  on  April  4,  1972,  with 
a 24-hour  history  of  cramping  epigastric  pain 
with  sudden  onset.  Approximately  eight  months 
previously  he  had  undergone  hemigastrectomy, 
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vagotomy  and  Billroth  II  anastomosis  for  peptic 
ulcer  disease.  The  immediate  postoperative  peri- 
od was  complicated  by  delerium  tremens  and  a 
myocardial  infarction  requiring  temporary  trans- 
venous pacing.  After  his  recovery,  he  did  well 
and  was  without  ulcer  symptoms  during  the  en- 
suing eight  months,  until  the  onset  of  his  present 
illness. 

The  pain,  which  had  begun  on  the  evening  of 
April  3.  increased  in  severity  during  the  night 
and  was  associated  with  intermittent  vomiting  of 
yellow  liquid  but  without  hematemesis.  The  pa- 
tient consulted  his  local  physician  on  April  4 and 
was  referred  to  the  University  Medical  Center  with 
a tentative  diagnosis  of  either  mechanical  intes- 
tinal obstruction  or  acute  pancreatitis. 

Physical  examination  disclosed  an  anxious, 
thin,  edentulous  white  male,  who  complained 
of  severe  abdominal  pain.  The  vital  signs  were 
pulse  90;  blood  pressure  170/120;  and  respira- 
tion 26.  The  abdomen  was  slightly  distended 
with  marked  and  diffuse  tenderness,  most  severe 
in  the  epigastrium.  Rebound  tenderness  was  re- 
ferred primarily  to  the  periumbilical  area.  Bowel 
sounds  were  active  and  suggestive  of  obstruction. 
Roentgenograms  of  the  abdomen  (see  Figure  1) 
revealed  several  loops  of  dilated  small  bowel, 
which  on  the  erect  study  contained  multiple  air- 
fluid  levels.  There  was  no  air  present  in  the  large 
intestine. 

Lab  results  were:  WBC  23,800;  H/H  17.2/ 
52;  electrolytes  within  normal  limits;  and  Amy- 
lase 180  (normal  up  to  85). 

Urinalysis  showed  5-10  WBC/HPF  and  TNTC 
RBC/FIPF.  Because  of  this  finding,  an  intra- 
venous pyelogram  (IVP)  was  obtained,  and 
though  not  an  ideal  study,  it  revealed  bilateral 
renal  function  with  a suggestion  of  a mass  in  the 
right  renal  pelvis.  Also  noted  on  the  IVP  films 
were  several  radiologic  densities  in  the  left  lower 
quadrant  which  were  interpreted  initially  by  the 
radiologist  as  “artif actual  densities”  (see  Figure 
2).  These  densities  were,  retrospectively,  the  small 
intestinal  bezoars — an  interesting  observation 
since  x-ray  findings  in  the  cases  we  have  reviewed 
showed  only  obstruction  and  failed  to  show  the 
actual  bezoar  mass. 

Laparotomy  was  performed,  and  there  were  no 
abnormalities  of  the  gastric  remnant  or  of  the 
generous  retrocolic  Billroth  II  anastomosis,  but 
on  examination  of  the  mesenteric  small  bowel, 
six  to  eight  foreign  body  masses  were  found  to 
be  causing  partial  to  complete  obstruction  from 
mid-jejunum  to  the  ileocecal  valve,  the  one  in 


this  area  being  lodged  in  the  valve,  half  in  the 
cecum  and  half  in  the  ileum.  At  this  point  the 
diagnosis  was  obvious,  and  no  peritonitis,  save 
some  localized  serosal  inflammation  over  a tight- 
ly impacted  bolus,  was  present.  It  was  possible 
to  milk  the  bezoars  into  the  colon  without  difficul- 
ty, precluding  enterotomy  and  its  attendant  risks. 
The  masses  were  broken  up  manually,  to  the  ex- 
tent safely  possible,  and  distributed  throughout 
the  colon.  The  remainder  of  the  abdominal  ex- 
amination was  unrevealing  except  for  small, 
scarred  kidneys  suggestive  of  chronic  pyelone- 
phritis. Except  for  some  agitation  and  anxiety  in 
the  early  postoperative  period,  this  patient’s  hos- 
pital course  was  benign  and  he  was  discharged 
on  the  11th  postoperative  day.  He  was  put  on  a 
soft  diet  and  was  having  regular  bowel  move- 
ments. He  has  been  worked  up  subsequently  by 
the  Urology  Service  and  their  working  diagnosis  at 
this  time  is  renal  papillary  necrosis  secondary  to 
prolonged  use  of  Darvon  compound  containing 
phenacetin,  with  phenacetin  producing  the  renal 
damage. 

DISCUSSION 

Of  special  interest  in  this  case  is  the  fact  that 
the  patient  is  edentulous.  He  was  approximately 
nine  months  postoperative  partial  gastrectomy 
with  Billroth  II  anastomosis  at  the  onset  of  his  in- 
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testinal  obstruction,  and  in  talking  with  his  wife 
after  surgery,  we  ascertained  that  his  diet  had 
contained  a large  quantity  of  oranges  over  the 
last  two  to  three  weeks  prior  to  surgery. 

The  factors  involved  in  the  formation  of  ob- 
struction by  food  are  multiple.  In  many  of  the 
previously  reported  cases,  dentition  was  poor  or 
the  patient  was  edentulous,  as  in  the  case  we 
have  reported,  and  the  bolus  is  almost  always  a 
pulpatious  fruit  or  vegetable  with  a high  cellulose 
content.  These  foodstuffs  are  poorly  digested  by 
the  normal  human  stomach,  and  the  gastric  atony 
and  decreased  acidity  produced  by  vagotomy  and 
gastrectomy  seem  to  aggravate  this  deficiency.8 
Citrus  fruits  are  very  common  offenders  with 
figs,  celery,  potato  peels,  coconut,  berries,  string 
beans  and  apples  mentioned  with  varying  fre- 
quency. 

Loss  of  a functioning  pylorus  in  the  gastrecto- 
mized  patient  is  probably  the  single  most  impor- 
tant factor  in  bolus  obstruction.  In  normal  gastric 
emptying  the  pylorus  contracts  simultaneously  with 
the  antrum,  allowing  only  small  particles  of  food 
to  exit  into  the  duodenum.9  Without  this  function 
one  can  easily  see  how  obstruction  in  the  narrower 
small  bowel  can  occur. 

SUMMARY 

An  additional  case  of  small  bowel  obstruction 
due  to  phytobezoars  in  a postgastrectomy  patient 


has  been  presented.  It  is  hoped  that  this  case 
report  will  re-emphasize  the  syndrome  of  phyto- 
bezoar obstruction  in  the  gastrectomized  patient; 
will  cause  the  physician  to  think  about  this  en- 
tity in  his  differential  diagnosis  of  gut  obstruction 
in  the  postgastrectomy  patient;  and  most  of  all, 
will  help  to  prevent  the  occurrence  of  this  late 
cause  of  morbidity  by  adequately  educating  such 
patients  concerning  certain  dietary  restrictions. 

The  following  two  tables  were  taken  from  an 
excellent  review  article  on  the  subject  by  Buch- 
holz  and  Haisten  in  the  April  1972  Surgical  Clinics 
of  North  America.''  The  first  one  diagrammatical- 
ly  illustrates  the  suggested  sequence  of  events  in 
the  formation  of  phytobezoars. 


TABLE  1 


Gastric  Surgery 
Billroth  I and  II 

Vagotomy  and  Gastrojejunostomy 
Vagotomy  and  Antral  resection 
Vagotomy  and  Pyloroplasty 
T 

Gastrojejunostomy 

Loss  of  normal  pyloric  function 

Low  gastric  acidity 

+ 

Inadequate  chewing  mechanism 
T 

Bolus  obstruction 


TABLE  2 

INSTRUCTIONS  GIVEN  TO  POSTGASTRECTOMY 
PATIENTS 

WARNING!! 

ORANGES  CABBAGE  BAKED  POTATOES  APPLES 
FIGS  BERRIES  STRING  BEANS 
GRAPEFRUIT  BRUSSELS  SPROUTS 

“You  have  recently  had  a surgical  procedure  per- 
formed on  your  stomach.  You  should  soon  be  able  to 
include  nearly  all  the  foods  you  desire  in  your  diet. 

“However,  it  is  important  that  you  should  not  eat 
certain  foods  that  you  have  perhaps  eaten  in  the  past. 
Eating  the  foodstuffs  that  are  listed  above  has  been 
found  to  result  in  bowel  obstruction  (locked  bowels) 
after  one  has  had  stomach  surgery. 

“Oranges  should  be  eliminated  from  your  diet  entirely. 
Use  orange  juice  only.  Other  foods  such  as  grapefruit, 
figs,  apples,  string  beans,  Brussels  sprouts,  cabbage,  ber- 
ries and  baked  potato  peel  should  be  avoided  unless 
they  are  properly  chewed  or  mechanically  minced.” 

(From  the  Dietetic  Service,  V.A.  Center,  Temple, 
Texas.) 
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OBSTRUCTION  / Rueff 

1 he  second  table  contains  information  from  the 
Dietetic  Service  of  the  V.A.  Center,  Temple, 
Texas.0  This,  or  a similar  aid,  is  a convenient 
method  of  instructing  postgastrectomy  patients 
concerning  dietary  restrictions.  ★★★ 

2500  N.  State  Street  (39216) 
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REASONABLE  CHARGES 

In  making  payment  for  services,  CHAMPUS  can  allow  only 
“reasonable  charges”  for  the  services  provided.  To  determine 
what  is  reasonable  CHAMPUS  considers  the  fee  that  the  source 
of  care  customarily  charges  for  the  particular  service  provided 
and  also  the  fees  that  other  sources  of  care  in  the  same  locale 
usually  charge  for  similar  services.  CHAMPUS  cannot  pay  a 
higher  fee  unless  unusual  effort  is  involved  in  a case.  In  such  cir- 
cumstances the  source  of  care  can  submit  a statement  describing 
the  unusual  effort  required  and  CHAMPUS  will  take  this  into 
consideration  in  determining  the  allowable  payment. 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  mcrphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.  co// appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar ...  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1: 164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitisandcystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A bet, 
hemolytic  streptococcal  infections  and  will  not  eradicate  ( 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  sue 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyti 
sis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  n 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpur 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CB 
and  urinalysis  with  microscopic  examination  are  recommende 
during  sulfonamide  therapy.  Insufficient  data  on  children  unde 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  ren; 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dose 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  I 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosl 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol® (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 


B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.'s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


Gantanol 

(sulfamethoxazole) 
Basic  Therapy 


plastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
iia,  purpura,  hypoprothrombinemia  and  methemoglobinemia); 
llergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
lal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
ermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
val  and  scleral  injection,  photosensitization,  arthralgia  and 
llergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
bdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
tomatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
al  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
go  and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
Dxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
.E.  phenomenon).  Due  to  certain  chemical  similarities  with 
ome  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
lypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
if  goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied;  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Radiologic  Seminar  CXXIII: 
Pseudocoarctation  of  the  Aorta 

JAMES  T.  TRAPP,  M.D., 
JOHN  M.  BLAKEY,  M.D.,  and 
A.  JACK  STACEY,  M.D. 
Tupelo.  Mississippi 


A 48-year-old  female  presented  to  the  North 
Mississippi  Medical  Center  after  having  sustained 
a fall  in  her  own  home  which  resulted  in  an  in- 
jury to  her  right  lower  chest.  Initial  chest  films  re- 
vealed a fracture  of  the  right  eighth  rib,  a small 
pneumothorax,  extensive  subcutaneous  emphy- 
sema, and  an  abnormal  soft  tissue  density  along 
the  left  upper  mediastinum.  The  chest  injury  was 
treated  conservatively  with  good  result,  and  diag- 
nostic studies  to  clarify  the  soft  tissue  mass  were 
ordered.  A lateral  chest  film,  oblique  chest  films, 
and  tomograms  of  the  mediastinum  revealed  an 
apparent  kink  in  the  aorta  distal  to  the  area  of 
the  ligamentum  arteriosum.  Chest  fluoroscopy 
demonstrated  a pulsatile  mass  along  the  left  upper 
mediastinal  border. 

At  this  point,  the  diagnosis  of  pseudocoarcta- 
tion was  made,  and  thoracic  aortography  for  con- 
firmation was  advised.  The  patient  had  had  a 
previous  chest  film  at  another  location,  approxi- 
mately three  years  prior  to  this  admission,  which 
was  reported  to  her  to  be  negative.  No  previous 
chest  films  at  North  Mississippi  Medical  Center 
were  available. 

The  patient  was  a one  pack  per  day  cigarette 
smoker  and  had  a history  of  peptic  ulcer  disease 
and  recurrent  urinary  tract  infections.  The  phys- 
ical examination  revealed  her  to  be  well  developed 
and  well  nourished,  with  a blood  pressure  of  120/ 
90  in  both  arms  and  130/100  in  the  thighs.  The 
abdomen  revealed  no  masses.  The  chest  was  clear 
to  auscultation,  and  the  extremities  showed  no 
trophic  changes. 

After  a three  week  rest  period,  the  patient  was 
re-admitted  to  the  hospital,  at  which  time  a thor- 
acic aortogram  was  performed  utilizing  a right 
axillary  approach  with  the  catheter  positioned  in 


Sponsored  by  the  Mississippi  Radiological  Society.  From 
the  Department  of  Radiology,  North  Mississippi  Med- 
ical Center,  Tupelo,  Miss. 
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the  ascending  aorta.  The  aortogram  in  lateral 
and  oblique  projections  demonstrated  a pseudo- 
coarction  of  the  aorta  without  evidence  of  signifi- 
cant collateral  vasculature.  No  complications  from 
the  study  were  experienced. 

Pseudocoarctation  is  an  anomaly  of  the  aorta 
which  consists  of  a kinking  or  a buckling  of  the 
aorta  just  distal  to  the  site  of  the  ligamentum 
arteriosum.  It  is  possible  that  this  is  a variation  i 
of  a true  coarctation  in  which  the  caliber  of  the 
aorta  is  narrowed  at  the  level  of  the  ductus,  but 
not  sufficiently  narrowed  to  produce  significant 
alteration  of  the  blood  pressure  or  to  result  in 
collateral  flow.  The  aorta  is  frequently  dilated 
both  above  and  below  the  narrowed  area. 

Another  possibility  to  explain  the  occurrence  of 
this  anomaly  is  to  consider  that  the  aorta  may  be- 
come ectatic  secondary  to  congenital  changes  as- 
sociated with  an  abnormally  taut  ligamentum  ar- 
teriosum. Characteristically,  rib  notching  does  not 
occur  with  this  anomaly,  and  lower  extremity  hy- 
potension is  not  a feature  of  this  condition.  The 
P.A.  chest  film  frequently  reveals  the  so-called 
“double  knuckle”  deformity  of  the  aortic  arch, 
and  the  kink  itself  is  frequently  visible  on  the 
lateral  or  oblique  chest  films.  Other  anomalies  of 
the  aorta  such  as  aneurysm  of  the  aortic  sinuses 
and  congenital  cardiac  anomalies  may  occur  in 
association  with  pseudocoarctation. 

The  major  importance  of  this  entity  lies  in 
distinguishing  it  from  a tumor  of  the  lung  or 
mediastinum.  Both  venous  angiocardiography  and 
thoracic  aortography  can  be  used  to  study  the 
patient  suspected  of  having  pseudocoarctation. 
Careful  evaluation  of  the  films  to  exclude  sig- 
nificant collateral  circulation  to  the  lower  half  of 
the  body  is  important.  Frequently,  the  left  sub- 
clavian artery  may  be  dilated  significantly.  The 
isolated  condition  is  usually  of  no  clinical  sig- 
nificance and  requires  no  treatment.  ★★★ 

835  S.  Gloster  Street  (38801) 
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Figure  I.  P.A.  chest  film  showing  a small  right 
pneumothorax,  a right  eighth  rib  fracture,  subcuta- 
neous emphysema,  and  an  abnormal  soft  tissue  den- 
sity along  the  left  upper  mediastinum. 


Figure  2.  Lateral  chest  film  showing  a faintly  dis- 
cernible kink  in  the  aorta  and  no  evidence  of  me- 
diastinal mass. 


Figure  3.  Lateral  aortograms  showing  a kink  in 
the  aorta  and  no  evidence  of  significant  collateral 


circulation. 


Figure  4.  Oblique  aortogram  showing  to  better  ad- 
vantage a kink  in  and  elongation  of  the  aorta  distal 
to  the  ductus  area. 
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The  President  Speaking 

“The  Health  Care  Crisis”  (?) 

CHARLES  R.  JENKINS,  M.D. 

Laurel,  Mississippi 

For  a great  many  years  the  American  public  has  been  subjected 
to  an  increasing  barrage  of  pronouncements  from  politicians,  so- 
cial reformers,  segments  of  organized  labor,  and  professional  “do- 
gooders”  as  to  the  serious  crisis  in  the  health  care  of  our  people. 
They  have  complained  about  the  quality  of  health  care,  the  ab- 
sence of  availability  of  adequate  care  to  many  segments  of  our 
population,  and  the  exorbitant  costs  of  health  care.  They  cite  fig- 
ures comparing  our  infant  mortality  with  countries  such  as  Sweden 
and  The  Netherlands  where  the  infant  mortality  rate  is  indeed  low- 
er than  in  the  United  States  of  America.  They  emphasize  the 
alarming  rate  of  increase  in  health  care  costs  and  argue  that  the 
federal  government  is  the  only  agency  that  can  afford  to  bear  this 
burden.  Let  us  look  at  some  of  these  allegations  from  a practical 
point  of  view  and  determine  how  many  of  them  are  true. 

Firstly,  the  facts  do  not  bear  out  the  statement  that  a “health 
care  crisis”  does  exist.  Our  mortality  rates  are  the  lowest  in  the 
world  for  infectious  diseases — dread  diseases  such  as  pneumonia, 
tuberculosis,  typhoid  fever,  malaria  and  the  like  were  once  major 
causes  of  death  in  our  country.  Now  they  form  an  insignificant 
percentage  of  our  mortality  rates. 

Tn  1900  the  life  expectancy  at  birth  was  49  years — in  1970  it 
is  more  than  70  years.  Death  rates  from  all  diseases  in  these  Unit- 
ed States  dropped  20  per  cent  in  the  past  20  years.  Is  this  evidence 
of  a “health  care  crisis”?  The  infant  mortality  rate  in  1900  was 
over  100  per  thousand — today  it  is  about  19  per  thousand.  Coun- 
tries which  have  a lower  infant  mortality  rate  are  much  smaller 
countries  with  a homogenous  population.  Some  of  these  countries 
allow  abortion  to  prevent  the  birth  of  a poorly  developed  fetus 
and  some  do  not  record  the  births  of  infants  who  do  not  live  a 
minimum  period  of  time  or  attain  a minimum  weight  requirement. 

The  high  cost  of  health  care  is  another  argument  put  forth  by 
these  proponents  of  socialized  medicine  and  it  is  true  that  health 
care  costs  have  increased  at  an  alarming  rate.  This  is  part  of  the 
serious  inflationary  trend  in  the  last  decade  and  a half.  Physician 
fees  have  risen,  but  at  almost  the  same  rate  as  increases  in  other 
wages,  and,  too,  the  physician  does  not  have  the  benefit  of  paid  va- 
cations, retirement  funds,  insurance  plans  and  the  like  which  in  in- 
dustry is  usually  borne  by  the  employer.  So  the  average  wage  earn- 
er can  keep  more  of  his  increased  wages  than  the  physician  can. 

Hospital  costs  have  gone  up  more  rapidly  than  other  medical 
costs,  but  this  is  due  mainly  to  increased  wages  for  hospital  em- 
ployees. Labor  accounts  for  approximately  70  per  cent  of  a hos- 
pital’s overhead,  compared  to  about  28  per  cent  in  industry. 

The  middle  income  American  family  spends  approximately  7 
per  cent  of  its  annual  income  for  medical  care — about  the  same 
as  it  spends  for  recreation;  one-third  of  what  it  spends  for  food 

( Turn  to  page  18) 
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Report  of  the  Delegates  to  AMA 


Cincinnati  Clinical  Convention.  The  AMA 
House  of  Delegates  met  for  a total  of  8 hours 
and  55  minutes  and  acted  on  59  reports  and  65 
resolutions  during  the  26th  clinical  convention, 
Nov.  26-29,  1972. 

The  major  issue  was  the  recently  passed  legis- 
lation, H.R.l,  which  authorized  professional 
standards  review  organizations.  The  House  voted 
for  the  AMA  to  “provide  a dominant  role  of 
leadership  in  the  implementation  of  the  PSRO 
program  to  assure  that  the  best  interests  of  the 
public  and  the  profession  are  preserved.”  An  Ad- 
visory Committee  on  Professional  Standards  Re- 
view will  be  created  by  the  Board  of  Trustees  to 
help  provide  input  from  the  medical  profession  in 
development  of  PSRO  regulations;  to  help  con- 
stituent societies  set  up  PSROs;  and  to  aid  in 
defining  appropriate  geographic  boundaries. 

In  his  presidential  address.  Dr.  Carl  A.  Hoff- 
man of  Huntington,  W.  Va.,  emphasized  the 
problems  of  inadequate  catastrophic  illness  insur- 
ance coverage  and  maldistribution  of  physicians 
and  reported  on  his  recent  trip  to  England,  Swe- 
den, West  Germany  and  the  Soviet  Union.  He 
was  impressed  that  health  care  problems,  espe- 
cially maldistribution  which  limits  access  to  med- 
ical care  for  some  citizens,  were  similar  to  those 
in  the  U.  S.  despite  vastly  different  economic, 
political  and  cultural  conditions. 

Recent  budget  restraints  recommended  by  the 
Board  of  Trustees  were  approved  by  the  House, 
including  termination  of  four  councils  and  six 
committees.  Further  economizing  resulted  in  mak- 
ing specialty  journals  available  on  subscription 
only,  beginning  Jan.  9.  The  JAMA  and  Prism, 


the  AMA’s  new  socioeconomic  publication,  will 
be  sent  as  membership  benefits. 

Delegates  voted  to  limit  terms  of  trustees  to 
two  3-year  terms.  The  matter  was  referred  to  the 
Council  on  Constitution  and  Bylaws  for  further 
study  and  recommendations. 

In  adopting  a report  dealing  with  new  federal 
regulations  in  regard  to  blood  collection  and  dis- 
tribution, the  House  recommended  that  operating 
standards  of  the  American  Association  of  Blood 
Banks  and  the  American  Red  Cross  be  recognized 
and  accepted;  that  physicians  be  represented  on 
any  national  panel  set  up  to  advise  on  procure- 
ment or  use  of  blood,  and  that  programs  to  in- 
crease voluntary  blood  donation  be  encouraged. 

The  Council  on  Long  Range  Planning  and  De- 
velopment will  be  expanded  to  include  one  intern 
and  resident  member  of  the  AMA  as  a full  voting 
member,  and  for  the  first  time,  a medical  student 
took  his  seat  in  the  House  of  Delegates.  The 
House  set  annual  dues  for  student  AMA  mem- 
bers at  $15.00. 

Delegates  were  informed  that  an  Internal  Rev- 
enue Service  ruling  which  barred  physicians  from 
withdrawing  voluntary  contributions  to  their 
Keogh  Law  plan  prior  to  disability  or  age  59 Vi 
will  be  revised  to  permit  withdrawal  of  such  con- 
tributions made  to  a qualified  plan  prior  to  Mar. 
6,  1972.  The  AMA  had  strongly  protested  the 
ruling,  and  the  House  complimented  AMA  staff 
for  its  “prompt  and  effective  action.” 

The  House  selected  Dr.  George  Hoyt  Whipple, 
winner  of  the  1934  Nobel  Prize  in  medicine,  to 
receive  the  Distinguished  Service  Award  of  the 
AMA  at  the  1973  annual  meeting  in  New  York. 
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EDITORIAL  / Continued 

Dr.  Whipple,  now  94,  won  the  Nobel  Prize  for 
his  work  in  pernicious  anemia,  particularly  in  the 
use  of  liver  in  treatment.  He  was  also  recognized 
for  founding  the  University  of  Rochester  School 
of  Medicine  and  Dentistry. 

Leslie  Townes  (Bob)  Hope  will  receive  the 
Layman’s  Citation  for  Distinguished  Service  in 
recognition  of  his  contributions  to  the  Eisenhower 
Medical  Center  in  Palm  Springs,  Cal.,  including 
its  80-acre  site,  which  total  nearly  $1.5  million. 
Mr.  Hope  has  also  staged  fund  raising  dinners 
which  have  brought  another  $3.5  million  to  the 
center. 

The  House  recognized  Dr.  C.  D.  Taylor  of  Pass 
Christian,  retiring  delegate  from  the  MSMA,  and 
commended  him  for  loyal  and  outstanding  service. 

Dr.  William  E.  Lotterhos  of  Augusta,  Ga., 
former  speaker  of  the  MSMA  House  of  Delegates, 
was  elected  chairman  of  the  AMA  Council  on 
Scientific  Assembly. 

(This  report  was  prepared  by  Dr.  G.  Swink 
Hicks  of  Natchez,  Delegate  to  AMA. ) +++ 

Congress  on  Medical 
Education  Set 

The  69th  annual  Congress  on  Medical  Educa- 
tion is  set  for  Feb.  9-11  at  the  Palmer  House  in 
Chicago. 

The  congress  is  presented  by  the  Council  on 
Medical  Education  of  the  AMA  in  collaboration 
with  the  Association  for  Hospital  Medical  Edu- 
cation, Association  of  Schools  of  Allied  Health 
Professions,  Federation  of  State  Medical  Boards 
of  the  United  States  and  the  Student  American 
Medical  Association. 

For  further  information  and  registration  forms, 
write  the  Secretary,  Council  on  Medical  Educa- 
tion, AMA,  535  North  Dearborn  Street,  Chicago, 
111.  60610. 

USPHS  Eliminates  Yellow 
Fever  Requirement 

On  Nov.  9,  the  United  States  Public  Health 
Service  announced  the  elimination  of  yellow  fever 
vaccination  requirements  for  travelers  entering 
the  United  States.  However,  the  USPHS  continues 
to  recommend  yellow  fever  vaccination  for  the 
protection  of  all  U.  S.  travelers  going  to  areas  re- 
porting cases,  according  to  Dr.  Durward  Blakey, 


director  of  Preventable  Disease  Control,  Missis- 
ippi  State  Board  of  Health. 

Yellow  fever  is  endemic  in  South  America  and 
Africa  in  areas  approximately  15°  above  and  be- 
low the  equator.  In  South  America,  the  disease 
is  primarily  Jungle  Yellow  Fever.  A total  of  22 
cases  have  been  reported  from  the  deep  interior 
of  Venezuela  since  late  June,  1972,  after  a five- 
year  period  with  no  reported  cases.  Brazil,  Co- 
lombia, Bolivia  and  Peru  continue  to  report  a few 
cases  each  year.  In  Africa,  the  only  two  countries 
that  reported  yellow  fever  in  1971  were  Angola 
and  Zaire.  Angola  reported  65  cases  with  42 
deaths,  after  at  least  20  years  with  no  reported 
cases,  and  Zaire  reported  two  fatal  cases  after 
quiescence  for  approximately  10  years. 

The  elimination  of  the  yellow  fever  vaccination 
requirement  by  the  United  States  follows  the  elim- 
ination of  vaccination  against  cholera  on  Dec.  12, 
1970,  and  the  restricted  requirement  of  vaccina- 
tion against  smallpox  on  Nov.  19,  1971.  The  only 
vaccination  now  required  by  the  United  States 
from  persons  arriving  from  international  travel 
is  that  of  smallpox,  and  this  only  when  the  trav- 
eler has  been  in  a country  reporting  smallpox 
within  the  preceding  14  days. 

PRESIDENT  / Continued 

and  alcohol;  and  one-half  of  what  it  spends  for 
transportation.  Is  this  too  high  a price  for  health 
care  in  a nation  where  98  per  cent  of  the  popu- 
lation is  within  a 25  mile  radius  of  a major  health 
facility — and  where  that  care  is  personal,  private, 
and  of  the  highest  quality?  ★★★ 
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Clyde  R.  Allen,  Jr.,  and  Mrs.  Allen,  former- 
ly of  Jackson,  were  honored  by  Dr.  and  Mrs. 
C.  D.  Bouchillon  and  Phil  Nelson  with  a par- 
ty at  the  Laurel  Country  Club.  Dr.  Allen  has  re- 
cently associated  with  Drs.  Bouchillon  and  Nel- 
son. 

Richard  C.  Boronow  of  Jackson  has  been 
named  to  the  editorial  boards  of  two  new  ob-gyn 
publications.  He  will  serve  as  editor  of  abstract 
and  editorial  comment  sections  for  “Gynecologic 
Oncology”  and  as  one  of  six  associate  editors  for 
“Contemporary  OB-GYN.” 


S.  Kimble  Love  of  Vicksburg  has  been  elected 
to  fellowship  in  the  American  Academy  of  Pedi- 
atrics. 

Charles  A.  Marascalco  of  Vicksburg  has  been 
elected  president  of  the  West  Mississippi  Med- 
ical Society.  Other  new  officers  are  Frank  T.  Mc- 
Pherson, vice  president,  Tom  Mitchell,  dele- 
gate to  MSMA,  and  Karl  W.  Hatten,  alternate 
delegate. 

John  A.  McLeod,  III,  of  Hattiesburg  assumed 
the  presidency  of  the  General  Alumni  Associa- 
tion of  the  University  of  Southern  Mississippi  dur- 
ing homecoming  weekend. 

Robert  H.  Middleton,  Jr.,  of  Biloxi  has  been 
elected  president  of  the  Coast  Counties  Medical 
Society.  George  W.  Byrne  of  Pass  Christian  was 
elected  vice  president  and  J.  Hurd  Gaddy  of 
Gulfport  is  secretary-treasurer. 


Richard  H.  Clark  of  Hattiesburg  has  been 
named  co-chairman  of  the  Emergency  Medical 
Services  Committee  of  the  State  Health  Planning 
Council. 

Ira  Lamar  Couey  has  associated  with  J.  P.  Mc- 
Laurin  and  William  Henderson  of  Oxford  for 
the  practice  of  obstetrics  and  gynecology.  Their 
offices  are  located  at  2200  South  Lamar  Boule- 
vard. 

Thomas  Gandy  of  Natchez  gave  a slide  presen- 
tation of  renovation  projects  underway  at  the 
Natchez  Historical  Society  meeting.  He  is  chair- 
man of  the  Natchez  Historical  Preservation  Com- 
mittee. 

A.  R.  Harris  of  Tupelo  has  been  appointed  co- 
ordinator for  the  new  emergency  room  program 
at  North  Mississippi  Medical  Center. 

M.  E.  Hinman  of  Vicksburg  has  been  elected  to 
the  Board  of  Directors  of  the  Vicksburg  and  War- 
ren County  Historical  Society. 

W.  L.  Jaquith  of  Whitfield  was  a speaker  on  nar- 
cotics for  the  regional  training  session  in  New  Or- 
leans for  law  enforcement  officers  from  Louisiana, 
Mississippi.  Arkansas,  Alabama  and  Texas. 

Ben  B.  Johnson  and  John  D.  Bower  of  Jackson 
represented  Mississippi  at  the  National  Kidney 
Foundation’s  22nd  annual  meeting  in  New  Or- 
leans. Dr.  Johnson  is  a member  and  secretary  of 
the  National  Medical  Advisory  Council  and  Dr. 
Bower  was  on  the  program. 


S.  Ray  Pate  of  Jackson  has  been  elected  to 
membership  in  the  Southern  Psychiatric  Associa- 
tion. 

David  D.  Richardson  of  Louisville  has  been 
named  chairman  of  the  board  of  trustees  of  the 
Winston  County  Community  Hospital  and  Nurs- 
ing Home. 

Robert  M.  Ritter  of  Whitfield  spoke  on  drug 
abuse  to  the  Denman  and  Gibson  PTA  meeting 
in  McComb  recently. 

Jorge  A.  Rodriguez  announces  the  removal  of 
his  medical  offices  from  Raleigh.  He  now  has  of- 
fices at  203  Medical  Arts  Building  in  Jackson. 

Charles  G.  Stockard,  Jr.,  has  associated  with 
the  Marshall  County  Hospital  in  Holly  Springs. 
Dr.  Stockard  is  certified  by  the  American  Board 
of  Surgery  and  is  a fellow  of  the  American  Col- 
lege of  Surgeons. 

Guy  Vise,  Jr.,  of  Jackson  was  guest  speaker  at 
the  141st  semiannual  meeting  of  the  Clarksdale 
and  Six  Counties  Medical  Society.  Dr.  Vice  spoke 
on  “Orthopedic  Rehabilitation  of  the  Stroke  Vic- 
tim.” 

William  A.  Whittaker,  Jr.,  has  located  in  Ox- 
ford for  the  practice  of  pathology  at  Oxford-La- 
fayette  County  Hospital. 

Noel  C.  Womack,  Jr.,  of  Jackson  has  been 
named  chairman  of  the  50-member  Governor’s 
Committee  on  Children  and  Youth  by  Gov.  Bill 
Waller.  Other  physician  members  include  Frank 
Wiygul,  Blair  Batson  and  Buren  S.  Smith, 
all  of  Jackson. 
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Mobarak,  Mohamed,  Jackson.  M.D.,  Cairo 
University,  Cairo,  Egypt,  1958;  interned  Cairo 
University  Hospital,  Cairo,  Egypt,  one  year;  car- 
diology and  internal  medicine  residency,  same, 
April  1959-April  1961;  clinical  pathology  resi- 
dency, Kingston  General  Hospital,  Kingston, 
Canada,  June  1969-August  1970;  died  Nov.  1, 
1972,  age  39. 


Simpson,  Tommy  T.,  Ripley.  Born  Ripley,  Miss., 
April  1,  1945;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss.,  1971;  in- 
terned Baptist  Medical  Center,  Birmingham,  Ala., 
one  year;  elected  by  North  Mississippi  Medical 
Society. 

Spencer,  William  A.,  Sardis.  Born  New  Al- 
bany, Miss.,  May  7,  1945;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1970;  interned  Charlotte  Memorial  Hospital, 
Charlotte,  N.  C.,  one  year;  general  surgery  resi- 
dency, V.A.  Hospital,  Memphis,  Tenn.,  July  1, 
1971 -June  30,  1972;  elected  by  North  Missis- 
sippi Medical  Society. 

Spragins,  William  H.,  Tutwiler.  Born  Green- 
ville, Miss.,  Nov.  20,  1945;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1971;  interned  Baptist  Memorial  Hospital,  Mem- 
phis, Tenn.,  one  year;  elected  by  Clarksdale  & 
Six  Counties  Medical  Society. 

Taylor,  Horton  G.,  Jr.,  Ripley.  Born  Varda- 
nian, Miss.,  June  29,  1940;  M.D.,  Emory  Univer- 
sity School  of  Medicine,  Atlanta,  Ga.,  1966;  in- 
terned Kings  County  Hospital,  Brooklyn,  N.  Y., 
one  year;  surgery  residency,  Grady  Memorial 
Hospital,  Atlanta,  Ga.,  July  1,  1967-June  30, 
1968;  surgery  residency,  Brooke  General  Hos- 
pital, Ft.  Sam  Houston,  Tex.,  Sept.  1,  1969-May 
30,  1971;  elected  by  North  Mississippi  Medical 
Society. 

Watkins,  Horace  Clement,  III,  Laurel.  Born 
Quitman,  Miss.,  July  16,  1939;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  Miss., 
1964;  interned  Mobile  General  Hospital,  Mobile, 
Ala.,  one  year;  urology  residency,  University 


Medical  Center,  Jackson.  Miss.,  Oct.  16,  1967- 
Oct.  16,  1971;  elected  by  South  Mississippi  Med- 
ical Society. 


THE  MISSISSIPPI  POSTGRADUATE 
INSTITUTE  IN  THE  MEDICAL 

SCIENCES 


Jan.  22-26,  1973 

Gastroenterology  Intensive  Course 
University  Medical  Center,  Jackson 
Jan.  22-26,  1973,  beginning  at  8 a.m. 

Sponsored  by  The  University  of  Mississippi 
School  of  Medicine,  with  the  support  of  the 
Mississippi  Regional  Medical  Program 

Coordinator: 

Lidio  O.  Mora,  associate  professor  of  medicine 
and  chief  of  the  division  of  gastroenterology, 
The  University  of  Mississippi  School  of  Medi- 
cine, and  chief  of  gastroenterology,  Jackson 
Veterans  Administration  Center 

This  one-week  intensive  course  will  empha- 
size management  of  conditions  commonly  seen 
in  office  practice.  The  curriculum  will  feature 
endoscopy  of  all  kinds,  particularly  rectal  sig- 
moidoscopy. Participants  will  attend  ward 
rounds,  lectures  and  seminars  dealing  with 
daily  problems. 

The  course  is  offered  through  the  Mississip- 
pi Postgraduate  Institute  in  the  Medical  Sci- 
ences, which  is  supported  by  Mississippi  Re- 
gional Medical  Program  grant  funds.  Registra- 
tion is  limited  to  five  Mississippi  family  physi- 
cians enrolled  in  the  institute. 

FUTURE  CALENDAR 

January  22-26,  1973 

Gastroenterology  Intensive  Course 

March  7 

Renal  Seminar 

March  8-9 

Obstetrics  and  Gynecology  Course 
(Tentative) 

April  23-27 

Radiology  Intensive  Course 

April  30-May  3 

Mississippi  State  Medical  Association, 
Biloxi 
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Book  Reviews 

Synopsis  of  Pathology,  Eighth  Edition.  By 
W.  A.  D.  Anderson,  M.D.,  and  Thomas  M.  Scot- 
ti,  M.D.  1,076  pages  with  430  illustrations  and  3 
color  plates.  St.  Louis:  The  C.  V.  Moshy  Com- 
pany, 1972.  $13.95. 

The  new  eighth  edition  continues  the  same  high 
degree  of  excellence  that  has  characterized  the 
previous  editions.  It  maintains  the  basic  purpose 
of  the  synopsis  as  set  forth  in  the  original  edition, 
that  is,  to  present  the  subject  of  pathology  in  a 
clear,  concise  manner  that  is  neither  too  super- 
ficial nor  too  extensive,  as  a full  text  or  reference 
work. 

Most  chapters  have  been  subjected  to  some  re- 
vision to  reflect  the  rapid  changes  in  concepts  re- 
sulting from  new  techniques  and  research,  espe- 
cially in  the  areas  of  immunology,  genetics,  and 
electron  microscopy.  This  edition,  as  in  all  previ- 
ous editions,  is  adequately  illustrated  with  re- 
placement of  some  of  the  older  pictures  and  the 
addition  of  others,  including  a few  electron  mi- 
crographs. 

The  greatest  usefulness  of  the  synopsis  would 
appear  to  be  to  the  student  or  practitioner  in  need 
of  a short  review  in  the  general  subject  of  pathol- 
ogy without  an  extensive  investigation  into  any 
specific  area.  The  volume  should  be  particularly 
valuable  to  anyone  preparing  for  examinations, 
such  as  state  or  specialty  boards. 

Thaddeus  S.  Rodda.  M.D.,  Clarksdale,  Miss. 

Current  Pediatric  Diagnosis  and  Treatment, 
Second  Edition.  By  C.  Henry  Kempe,  M.D.,  Hen- 
ry K.  Silver,  M.D.,  and  Donough  O'Brien,  M.D. 
1,008  pages  with  illustrations.  Los  Altos,  Cal.: 
Lange  Medical  Publications,  1972.  $12.00. 

When  one  sees  a paperback  edition  of  a book, 
the  immediate  impression  is  that  it  is  a synopsis, 
but  I believe  in  this  case  the  book  is  in  paperback 
to  keep  publication  costs  down.  This  book  is  very 
complete  in  what  it  does;  that  is,  give  current 
thoughts  as  to  diagnosis  and  treatment  in  chil- 
dren without  a great  deal  of  theory.  I was  not  fa- 
miliar with  the  first  edition;  therefore,  I do  not 
know  how  much  revision  has  taken  place. 

This  book  is  very  impressive  in  what  it  tries  to 
do.  For  instance,  in  how  many  textbooks  on  pe- 


diatrics does  one  see  a section  with  tips  on  feast- 
ing ticks,  imbedded  fish  hooks,  splinters  under 
nails,  gum  in  hair,  etc.? 

When  one  reads  or  refers  to  a book  such  as 
this,  it  must  be  remembered  that  there  are  other 
opinions  as  to  treatment  of  disease.  I felt  that  the 
section  on  coagulation  disorders  was  particularly 
good.  The  chapter  on  interpretation  of  biochem- 
ical values  is  the  best  I have  read  anywhere  in 
such  a concentrated  form. 

In  my  opinion,  this  book  was  written  for  the 
practicing  physician  who  cares  for  children  and 
I shall  not  be  without  one  again. 

S.  Kimble  Love,  M.D.,  Vicksburg,  Miss. 

Emergency  Care 
Course  Slated 

The  eighth  annual  course  on  emergency  aid 
and  transportation  of  sick  and  injured  persons 
sponsored  in  New  Orleans  by  the  American 
Academy  of  Orthopaedic  Surgeons  will  be  held 
March  7-9,  1973,  at  the  Fontainebleau  Motor 
Hotel. 

Invited  to  attend  the  three-day  course  of  lec- 
tures and  demonstrations  are  ambulance  attend- 
ants, policemen,  firemen,  nurses,  members  of  vol- 
unteer rescue  squads,  and  others  who  work  with 
those  requiring  emergency  first  aid  attention. 

Directing  the  course  is  Dr.  Raoul  P.  Rodriguez, 
Jr.,  associate  clinical  professor.  Division  of  Ortho- 
paedic Surgery,  Tulane  University  medical  school. 

Faculty  members  of  the  Tulane  University 
School  of  Medicine,  members  of  the  New  Orleans 
Police  and  Fire  departments,  and  others  will  lead 
work  practice  sessions  on  the  best  ways  of  eval- 
uating, treating,  removing,  and  transporting  the 
public  in  a wide  variety  of  emergency  medical 
situations. 

The  New  Orleans  course  will  be  given  in  coop- 
eration with  the  Tulane  medical  school,  the  New 
Orleans  Police  and  Fire  departments,  Louisiana 
Trauma  Committee  of  the  American  College  of 
Surgeons,  Louisiana  State  Medical  Society,  and 
New  Orleans  Chapter,  American  Red  Cross. 

For  information  contact  Dr.  Raoul  P.  Rodri- 
guez, Jr.,  4324  Veterans  Boulevard,  Metairie,  La. 
70002. 
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SOMETHING 
PRACTICAL  FOR  THE 
DOCTOR  S OFFICE 

★ ASSISTANCE  IN  SETTING  UP 
PRACTICE 

★ MEDICAL  OFFICES/CLINIC 
DESIGN  AND  CONSTRUCTION 

★ VARIOUS  BUSINESS 
MANAGEMENT  SERVICES 

Contact:  Al  Hornsby,  President 

Community  Care  Clinics,  Inc. 
306  Barnett  Building 
Jackson,  Mississippi  39205 
Phone:  (601)  354-1819 


UMC  Recruits 
Minority  Students 

The  University  of  Mississippi  School  of  Medi- 
cine is  mounting  a recruitment  program  aimed  at 
minority  and  other  disadvantaged  students  to 
boost  physician  numbers  in  the  state’s  critical 
shortage  areas. 

School  of  Medicine  dean  Dr.  Robert  E.  Blount 
announced  that  a $50,000  grant  from  the  U.  S. 
Department  of  Health,  Education  and  Welfare 
will  fund  the  program’s  first  year.  Sept.  1,  1972, 
through  June  30,  1973. 

Primary  thrust  will  be  at  predominantly  black 
colleges  in  the  state.  A director  of  special  educa- 
tion, as  program  head,  will  work  closely  both  with 
pre-med  advisors  and  students  at  these  institu- 
tions. He  will  serve  as  consultant  on  health  field 
opportunities,  how  to  apply,  register  and  secure 
scholarships  and  loans. 

The  grant  to  the  Mississippi  medical  school 
is  one  of  54  awards  totaling  almost  eight  million 
dollars  to  medical,  veterinary  and  pharmacy 
schools  in  26  states,  Dr.  Blount  added. 


EEG  Society 
Calls  for  Papers 

The  American  Electroencephalographic  Socie- 
ty will  hold  its  annual  meeting  June  15-16  at  the 
Statler  Hilton  Hotel  in  Boston.  The  program  com- 
mittee, through  its  chairman.  Dr.  Robert  Young 
of  Mass.  General,  has  issued  a call  for  papers  to 
be  presented  at  the  meeting. 

Abstracts  for  free  communications  must  be  re- 
ceived by  April  1,  1973.  Instructions  for  submit- 
ting abstracts  and  forms  may  be  procured  from: 
Mrs.  Margaret  H.  Henry,  Executive  Secretary, 
The  American  EEG  Society,  36391  Maple  Grove 
Road,  Willoughby  Hills,  Ohio  44094. 

Memphis  RMP  Funds 
Tupelo  Stroke  Unit 

Some  $30,000  from  the  Memphis  Regional 
Medical  Program  will  go  toward  setting  up  a 
stroke  rehabilitation  unit  in  the  North  Mississippi 
Medical  Center  at  Tupelo. 

Announcement  of  the  funds  for  the  10-bed  unit 
was  made  along  with  other  new  health  care  proj- 
ects in  the  Mid-South  totaling  more  than  $400,- 
000.  The  projects  were  approved  at  a recent 
meeting  of  the  agency’s  Regional  Advisory  Coun- 
cil for  the  five  states  in  the  region. 

Plans  for  the  stroke  rehabilitation  unit  call  for 
a staff  of  one  full  time  Registered  Nurse  and  one 
part-time  Registered  Nurse,  one  Licensed  Prac- 
tical Nurse,  three  aides,  a secretary,  physical 
therapist  and  physical  therapist  assistant. 

The  unit  will  share  an  existing  nurses’  station 
in  order  to  minimize  costs  and  give  the  most  cov- 
erage. Total  cost  of  the  project  is  estimated  at 
$59,000  with  the  balance  of  funds  to  come 
through  the  Mississippi  Regional  Medical  Pro- 
gram. The  proposal  has  been  through  the  Missis- 
sippi RMP  and  has  high  priority,  officials  said. 

Among  other  new  funds  approved  at  the  recent 
high  level  meeting  was  $15,000  to  assist  the  Com- 
prehensive Health  Planning  (CHP)  agency  in 
northwest  Mississippi,  $20,000  for  the  Mississip- 
pi State  CHP  office  to  develop  long-range  plans; 
health  screening  projects  in  northeast  Mississippi 
($60,500);  a series  of  cardiac  clinics  in  north 
Mississippi  ($12,979);  an  inservice  education 
project  for  nurses  throughout  the  region  ($34,- 
527);  a program  to  improve  use  of  nursing  skills 
in  the  Mid-South  ($45,044);  and  a hypertension 
control  project  in  DeSoto  and  Tate  counties  in 
Mississippi  ($43,829). 
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Muscular  Dystrophy  Association  Will 
Open  Clinic  at  University  Medical  Center 


A clinic  sponsored  by  the  Mississippi  Chapter 
of  Muscular  Dystrophy  Associations  of  America 
will  be  officially  opened  the  first  of  February 
1973  at  the  University  of  Mississippi  Medical 
Center,  Jackson. 

The  clinic  will  be  operated  as  a part  of  Univer- 
sity Hospital  services.  Staff  will  include  neurolo- 
gists, orthopedic  surgeons,  geneticists,  pedia- 
tricians, and  physical  therapists. 

The  new  facility  will  provide  outpatient  care 
for  Mississippi  muscular  dystrophy  victims,  as 
well  as  inpatient  care  where  indicated  for  diag- 
nosis. Physicians  may  make  referrals  to  the  clinic 
or  by  writing  MDAA,  333  North  Mart  Plaza, 
Jackson  39206  or  by  calling  (601)  366-5211. 

The  clinic’s  opening  was  announced  by  Mrs. 
Bill  Waller,  state  honorary  chairman,  and  Mr. 
Ben  Duckworth,  president  of  the  Mississippi 
chapter.  In  describing  its  function  and  purpose, 
Mrs.  Waller  said:  “The  clinic  will  not  only  pro- 
vide needed  treatment  facilities,  but  will  also 
serve  a research  function.  For  instance,  it  may  be 
used  for  the  observation  and  study  of  the  disease 
process,  for  testing  new  drugs  and  for  developing 
new  methods  of  therapy.” 

Muscular  dystrophy,  they  noted,  is  one  of  the 
most  mysterious  diseases  known  to  medical  sci- 
ence. Its  cause  has  yet  to  be  conclusively  deter- 
mined. At  present,  there  is  neither  a cure  nor  an 


effective  treatment.  Victims  of  the  crippling  dis- 
ease retrogress  in  a relatively  few  years  from  par- 
tial disability  to  almost  total  infirmity.  There  are 
some  250,000  known  muscular  dystrophy  victims 
in  the  United  States,  two-thirds  of  whom  are  chil- 
dren. 

In  an  effort  to  find  a medical  solution  for  the 
problem  of  muscular  dystrophy  in  the  shortest 
possible  time,  MDAA  supports  a comprehensive 
scientific  research  program  in  leading  institutions 
in  this  country  and  abroad.  The  association  also 
sponsors  the  Institute  for  Muscle  Disease,  a 
$5,000,000  research  center  in  New  York  City, 
where  intensive  studies  into  all  neuromuscular 
diseases  are  being  conducted. 

“Establishment  of  more  muscular  dystrophy 
clinics,”  Mrs.  Waller  said,  “will  certainly  be  a 
valuable  asset  to  this  research  effort.  Findings  of 
physicians,  based  on  personal  observation  and 
treatment  of  dystrophies,  will  be  recorded,  eval- 
uated and  integrated  with  the  overall  research  pic- 
ture.” 

Mr.  Duckworth  pointed  out  that  successful  op- 
eration of  the  Mississippi  clinic  will  depend  in 
large  measure  on  the  participation  of  the  Missis- 
sippi chapter  whose  members  will  be  called  upon 
to  provide  transportation  and  other  supplemen- 
tary services  for  patients. 
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Tri-State  Thoracic 
Society  Meets 

Chest  specialists  and  other  interested  physi- 
cians from  Mississippi,  Louisiana  and  Alabama 
will  meet  in  Biloxi  at  the  Biloxi-Sheraton  Hotel 
on  Friday,  Jan.  5 and  Saturday,  Jan.  6,  for  the 
17th  Annual  Tri-State  Thoracic  Society  Consecu- 
tive Case  Conference.  Dr.  G.  Boyd  Shaw  of  Jack- 
son,  president,  Mississippi  Thoracic  Society,  will 
head  the  delegation  of  Mississippi  physicians  host- 
ing this  scientific  meeting. 

Sponsors  of  this  annual  session  designed  to 
serve  as  a postgraduate  training  opportunity  for 
interested  physicians,  residents  and  interns  are  the 
Thoracic  Societies  and  Tuberculosis  and  Respira- 
tory Disease  Associations  of  Mississippi,  Alabama 
and  Louisiana. 

Members  of  the  Mississippi  Thoracic  Society 
featured  on  the  program  during  the  two-day  ses- 
sion include  Dr.  Joe  Norman,  Dr.  Walter  Tread- 
well and  Dr.  Guy  Campbell,  all  of  Jackson,  and 
Dr.  Warren  C.  Miller  and  Dr.  Charles  C.  Maffet 
of  Biloxi.  Dr.  Treadwell  will  also  serve  as  moder- 
ator for  one  of  the  three  scientific  sessions. 

Guest  discussants  at  the  conference  will  be  Dr. 
Joseph  H.  Bates,  professor  of  medicine.  Univer- 
sity of  Arkansas,  Little  Rock;  Dr.  Charles  E. 
Eastridge,  associate  professor  of  surgery,  Univer- 
sity of  Tennessee,  Memphis,  and  Dr.  Robert 
Renner,  assistant  professor  of  radiology,  State 
University  of  New  York,  Syracuse. 

Other  program  participants  include  Dr.  Ben  M. 
Grimes  and  Dr.  Bayard  Tynes,  both  of  Birming- 
ham, and  Dr.  Thomas  Williams,  Dr.  Morton 
Brown,  Dr.  Dean  Ellithorpe,  Dr.  Howard  Buech- 
ner,  W.  Brooks  Emory  and  Dr.  Hurst  Hatch,  all 
of  New  Orleans. 

A wide  variety  of  medical  and  surgical  topics 
will  be  presented.  Included  among  the  topics  for 
discussion  are  “Fungal  Therapy  Dilemmas,”  “A 
General  Hospital  Concept  for  the  Treatment  of 
Tuberculosis,”  “Patients  with  Needle  Pleural 
Biopsy,”  “Diffuse  Nodular  Diseases  of  the  Lung,” 
“Household  Pneumoconiosis,”  “Hilar  Adenopa- 
thy in  Young  Adults”  and  “Complications  Occur- 
ring During  Continuous  External  Ventilatory  Sup- 
port.” 

Physicians  interested  in  advance  copies  of  the 
program  and  registration  information  are  re- 
quested to  write  P.  O.  Box  9865,  Jackson,  Miss. 
39206. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-lormmg  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug  The  antianabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised  and  treatment  should  be  discontinued  at  first  evidence  ot  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  tor  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on 
anticoagulant  therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ol  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  torms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  mondial 
overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d for  a total  of  5.4  grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  Rondomycin  (methacycline  HCI)  in  equally  divided  doses  over  j period  of  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give 
drug  one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas- and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS!  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI)  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information 

Rev.  12/71 

kTTi  WALLACE  PHARMACEUTICALS 
1 A 4 CRANBURY.  NEW  JERSEY  08512 
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1973  MSMA-Robins 
Award  Is  Announced 

The  twelfth  annual  Mississippi  State  Medical 
Association-Robins  Award  for  outstanding  com- 
munity service  by  a state  physician  has  been  an- 
nounced to  the  component  medical  societies  by 
the  Board  of  Trustees.  The  1973  award  will  be 
presented  at  the  105th  Annual  Session  during 
closing  ceremonies  on  May  3. 

Dr.  Charles  R.  Jenkins,  president,  and  Dr.  J.  T. 
Davis,  chairman  of  the  Board  of  Trustees,  said 

that  each  component 
medical  society  had 
been  invited  to  sub- 
mit a nomination  for 
the  honor.  The  award 
is  cosponsored  annu- 
ally by  the  association 
and  the  A.  H.  Robins 
Company  of  Rich- 
mond, Va.,  a long-es- 
tablished manufactur- 
er of  ethical  pharma- 
ceuticals. 

Drs.  Jenkins  and 
Davis  said  that  nom- 
inees must  be  mem- 
bers of  the  state  medical  association  and  that  the 
community  service  recognized  by  the  local  socie- 
ty’s nomination  must  be  apart  from  purely  pro- 
fessional attainment,  since  suitable  awards  in  this 
connection  already  exist. 

Generally,  the  service  by  the  physician-nomi- 
nee should  have  benefitted  the  local  or  state  com- 
munities in  a civic,  cultural,  or  general  economic 
sense.  It  need  not,  however,  have  been  a single 
achievement,  since  many  outstanding  citizens  con- 
tribute to  community  betterment  through  a series 
of  services  in  varying  leadership  roles. 

Nominations  should  be  made  by  letter,  and 
there  are  no  restrictions  upon  length  or  attached 
exhibits  which  assist  in  establishing  the  nominee’s 
qualifications  and  record  of  achievement.  Drs. 
Jenkins  and  Davis  said  that  each  letter  of  nomina- 
tion must  be  signed  by  an  officer  of  the  compo- 
nent medical  society. 

Deadline  for  submission  of  nominations  to  the 
state  medical  association  is  March  1,  1973.  Each 
nomination  will  be  acknowledged,  and  the  Board 
of  Judges,  consisting  of  the  three  MSMA  vice 
presidents,  will  review  the  nominations  in  March. 

The  Robins  series  was  instituted  in  1962,  and 
the  award  consists  of  a sculptured  bronze  plaque 
in  bas  relief,  engraved,  and  mounted  on  a ma- 
hogany panel. 


The  1 1 Mississippi  physicians  who  have  re- 
ceived the  high  honor  are  Dr.  Thomas  G.  Ross 
of  Jackson,  nominated  by  the  Central  Medical 
Society  in  1962;  Dr.  Frank  M.  Davis  of  Corinth, 
by  the  Northeast  Mississippi  Medical  Society  in 
1963;  Dr.  Howard  A.  Nelson  of  Greenwood,  by 
the  Delta  Medical  Society  in  1964;  and  Dr. 
Maura  J.  Mitchell  of  Ellisville,  by  the  South  Mis- 
sissippi Medical  Society  in  1965. 

Dr.  J.  T.  Davis  of  Corinth,  by  the  Northeast 
Mississippi  Medical  Society  in  1966;  Dr.  Frank 
M.  Acree  of  Greenville,  by  Delta  Medical  in 
1967;  Dr.  W.  H.  Anderson  of  Booneville,  by 
Northeast  in  1968;  Dr.  Omar  Simmons  of  New- 
ton, by  the  East  Mississippi  Medical  Society  in 
1969;  Dr.  W.  J.  Aycock  of  Calhoun  City,  by  the 
Northeast  Society  in  1970;  Dr.  Walter  H.  Rose 
of  Indianola,  by  Delta  Medical  in  1971;  and  Dr. 
Reginald  P.  White  of  Meridian,  by  the  East  Mis- 
sissippi Medical  Society  in  1972. 

Psychotropic  Drugs 
Publication  Released 

An  updated  and  expanded  edition  of  Psycho- 
tropic Drugs  and  Related  Compounds,  a compre- 
hensive listing  of  more  than  1,200  compounds 
with  psychoactive  properties  and  information 
about  their  chemical  structure,  pharmacologic  ac- 
tivity, and  therapeutic  classification,  is  now 
available. 

The  publication  was  prepared  by  the  Psycho- 
pharmacology Research  Branch  of  the  National 
Institute  of  Mental  Health,  a component  of 
HEW’s  Health  Services  and  Mental  Health  Ad- 
ministration. 

The  800-page  second  edition  contains  changes 
in  the  designation  of  psychotropic  action,  as  well 
as  new  data  on  compounds  and  new  types  of  in- 
formation such  as  combination  drugs,  line  nota- 
tions, and  assay  references. 

As  in  the  first  edition,  compounds  are  arranged 
by  chemical  structure  and  have  been  placed  in  the 
first  applicable  classification  section,  using  their 
generic  name  as  the  major  entry  whenever  pos- 
sible. An  attempt  has  been  made  to  include  every 
synonym  or  trade  name  ever  published  in  connec- 
tion with  each  drug. 

Psychotropic  Drugs  and  Related  Compounds 
(Second  Edition)  is  Public  Health  Service  Publi- 
cation No.  (HSM)  72-9074.  Copies  can  be  or- 
dered from  the  Superintendent  of  Documents, 
U.  S.  Government  Printing  Office,  Washington, 
D.  C.  20402,  for  $7.50  a copy. 
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State  Moves  Forward 
in  Pollution  Control 

Dr.  Flugh  B.  Cottrell,  State  Health  Officer,  has 
announced  a “milestone”  for  the  State  Board  of 
Health  in  the  area  of  water  and  pollution  control 
operations  throughout  Mississippi. 

“The  presentation  of  certificates  to  33  Missis- 
sippi water  and  pollution  control  operators  this 
month  is  a first  for  the  state,”  Dr.  Cottrell  stated, 
“and  one  that  we  are  proud  of  at  the  Board  of 
Health.” 

According  to  Joe  D.  Brown,  director  of  Sani- 
tary Engineering,  State  Board  of  Health,  20  water 
operators  and  13  pollution  control  operators  will 
be  presented  certificates  during  district  meetings. 

"These  operators  have  responsible  jobs  as  they 
are  involved  in  many  phases  of  water  supply  and 
waste  disposal,”  Brown  said.  “The  production, 
treatment,  and  distribution  of  water  are  all  impor- 
tant and  require  highly  skilled  people  if  a quality 
program  is  expected.” 

The  Mississippi  Water  and  Pollution  Control 
Operators  Association,  Inc.,  formed  by  the  op- 
erators themselves,  has  been  instrumental  in 
working  out  certification  procedures.  This  organi- 
zation is  an  outgrowth  of  a week-long  course  of- 
fered annually  at  Mississippi  State  University 
where  operators  attend  lectures,  prepare  lessons, 
work  in  the  lab  and  at  the  end  of  the  week  take 
a written  examination. 

Sponsors  of  this  new  organization  and  its  work 
include  the  State  Board  of  Health,  the  Miss.  Air 
and  Water  Pollution  Control  Commission,  and 
the  Civil  Engineering  Department  at  MSU. 

A Board  of  Examiners  was  set  up  by  the  asso- 
ciation with  Brown  serving  as  chairman,  and 
Glen  Wood,  Jr.,  director  of  the  Miss.  Air  and 
Water  Pollution  Control  Commission,  co-chair- 
man. 

“The  purpose  of  this  board  is  to  recommend 
specific  guidelines  for  certification  according  to 
categories,”  Brown  said. 

There  are  four  classes  or  divisions  designated 
for  water  and  pollution  control  operators — D.  C, 
B,  and  A classifications  for  water,  and  1,  2,  3, 
and  4 for  waste  water  operators. 

According  to  officials  of  the  association  and  the 
Board  of  Health,  class  is  based  chiefly  upon  the 
complexity  of  the  operation  or  the  population  of 
the  area. 


Pharmacy  School 
Conducts  I.V.  Study 


Tom  Brown  (right),  assistant  professor  of  Hospital 
Pharmacy,  and  Robert  Northern,  research  associate, 
check  the  procedures  used  by  Oxford  nurse  Mrs. 
Mary  Marquis  in  administering  intravenous  injec- 
tions, as  part  of  a national  study  being  conducted  by 
the  University  of  Mississippi  School  of  Pharmacy. 
Hospitals  in  17  states  have  been  visited  by  research 
teams  from  Ole  Miss  in  collecting  data  to  be  used 
by  the  National  Coordinating  Committee  for  Large 
Volume  Parenterals  to  determine  the  problems  in- 
volved in  administering  intravenous  injections. 

MSMA,  AMA  Sponsor 
Lectures  in  State 

In  cooperation  with  the  AMA,  the  Mississippi 
State  Medical  Association  is  cosponsoring  a pro- 
gram of  seminars  and  a lecture  in  the  medical  sci- 
ences to  be  given  at  three  universities  in  the  state. 

This  program  was  initiated  by  the  AMA  Coun- 
cil on  Foods  and  Nutrition  in  the  fall  of  1964  and 
is  being  carried  out  on  a regional  basis  in  17 
states. 

The  purpose  of  the  lecture  is  to  inform  students 
and  faculty  of  recent  developments  and  to  stimu- 
late interest  in  the  medical  sciences.  The  lecturers 
will  be  on  campus  for  the  entire  day  to  give  un- 
dergraduate or  graduate  seminars  and  also  to 
meet  informally  with  students  and  faculty  interest- 
ed in  discussing  careers  in  medicine  and  related 
fields. 

Dr.  Coy  D.  Fitch,  associate  professor  of  inter- 
nal medicine  and  biochemistry,  St.  Louis  Univer- 
sity School  of  Medicine,  will  speak  on  “Vitamin 
E — Who  Needs  It?”  Dr.  Fitch  will  be  at  Missis- 
sippi State  College  for  Woman  at  Columbus  on 
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Feb.  27  and  Mississippi  State  University  at 
Starkville  on  Feb.  28. 

Dr.  Milton  E.  Rubini,  professor  of  medicine, 
University  of  California  at  Los  Angeles,  will  dis- 
cuss “Facts  and  Fancy  About  Salt  Water  and 
Thirst”  at  the  University  of  Southern  Mississippi 
at  Hattiesburg  on  Feb.  6. 


Sponsoring  organizations  were  the  Maternal- 
Child  Health  Service,  Health  Services  and  Men- 
tal Health  Administration,  HEW,  and  the  Mis- 
sissippi Regional  Medical  Program. 


UMC  Hosts  Southeastern 
Perinatal  Conference 

A Southeastern  States  Perinatal  Conference 
was  held  at  the  Medical  Center  Holiday  Inn  in 
Jackson  Nov.  20-22,  1972. 

Aimed  at  structuring  a regional  plan  for  up- 
grading maternal  and  infant  care  in  the  Southeast, 
the  conference  had  a two-pronged  thrust,  neo- 
natology and  nurse-midwifery. 

The  departments  of  obstetrics  and  gynecology 
and  pediatrics  of  the  University  of  Mississippi 
Medical  Center  served  as  conference  hosts  with 
the  cooperation  of  the  UMC  Continuing  Educa- 
tion Committee. 

Coordinators  for  the  neonatology  sessions  were 
Dr.  A.  W.  Brann,  Jr.,  Mississippi,  Dr.  George 
Cassady,  Alabama,  and  Dr.  Don  Eitzman,  Flori- 
da. 


Among  neonatology  speakers  were,  from  left,  Dr. 
Donald  Eitzman  of  the  University  of  Florida,  Ms. 
Dorothy  Hall  of  the  UMC  newborn  center.  Dr.  Leo 
Stern  of  Montreal  Children's  Hospital,  Canada,  and 
Dr.  John  E.  Rawson  of  the  University  of  Mississippi 
School  of  Medicine. 


Concurrent  and  shared  sessions  combining 
nurse-midwives,  obstetricians,  neonatologists  and 
nurse  specialists,  consultants,  keynote  speakers 
and  auditors  were  held  during  the  three-day  meet. 


17  million  people 
need  you 
for  just  60  days 

It  won’t  be  easy 

South  Viet  Nam  has  approximately  120  civilian  hospitals  with 
an  estimated  25,000  beds.  Patients  are  two  and  three  to  a bed 
in  provincial  hospitals.  Approximately  50,000  civilians  are 
treated  every  year  for  war-related  injuries.  Communicable 
diseases  include  tuberculosis,  typhoid  fever,  bacillary  and 
amebic  dysentery,  parasitism,  cholera,  plague,  smallpox, 
leprosy,  and  trachoma.  Seeing  90  patients  a day  isn't  un- 
common. And  somehow,  you’ll  have  to  squeeze"  in  some 
teaching. 

For  this  you  should  leave  your  wife,  family  and  com- 
fortable home,  drop  your  practice  commitments,  and  travel 
around  the  world?  Even  if  it's  just  for  60  days? 

900  physicians  have.  Many  have  even  returned  for  2 or 
more  tours. 

When  asked  “why",  we  got  a universal  response.  A 
smile.  A shrug.  And  a phrase  — “it's  the  most  positive 
major  life  experience  I’ve  ever  had." 

Volunteers  needed  now  are  family  practitioners,  in- 
ternists, pediatricians,  general  and  orthopedic  surgeons, 
anesthesiologists,  ophthalmologists,  otolaryngologists,  ra- 
diologists, physical  and  preventive  medicine  specialists. 


How  about  you? 

For  more  information  write: 

Program  Director 
Volunteer  Physicians  lor  Viet  Nam 
American  Medical  Association 
S3S  North  Dearborn  Street 
Chicago,  Illinois  60610 
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Two  Are  Added  to 
Medical  Center  Faculty 

Dr.  Michael  E.  Jabaley  and  Edward  R.  North 
joined  the  University  of  Mississippi  School  of 
Medicine  faculty  this  fall. 

Dr.  Jabaley  is  surgery  associate  professor  and 
chief  of  the  plastic  surgery  division,  the  first  full- 
time faculty  member  in  this  position.  A Vander- 
bilt University  graduate,  he  earned  the  M.D.  de- 
gree at  Johns  Hopkins  University  School  of  Med- 
icine, where  he  also  interned  and  served  a resi- 
dency. The  surgeon  also  did  a residency  at  Massa- 
chusetts General  Hospital.  Prior  to  his  Missis- 
sippi appointment.  Dr.  Jabaley  was  an  associate 
professor  at  Johns  Hopkins. 

North  was  named  instructor  in  the  preventive 
medicine  department. 

Physicians  Needed 
for  Project  USA 

The  establishment  of  the  National  Health  Ser- 
vice Corps  provides  for  the  assignment  of  health 
professionals  to  areas  designated  by  the  U.  S. 
Public  Health  Service  as  critical  health  manpow- 
er shortage  areas.  The  American  Medical  Asso- 
ciation was  asked  by  the  corps  to  provide  guid- 
ance and  assistance  in  the  implementation  of  the 
program. 

Now  an  AMA  program  “Project  USA”  has 
been  developed  to  recruit  volunteer  physicians  to 
fill  in  during  the  temporary  absence,  for  vacation 
and  other  reasons,  of  the  nearly  150  physicians 
serving  lengthy  tours  with  the  corps.  Each  loca- 
tion where  a National  Health  Service  Corps  phy- 
sician is  assigned  has  been  certified  as  an  area  of 
critical  manpower  shortage  by  the  local  and  state 
medical  societies,  and  it  is  clear  that  the  success 
achieved  by  this  new  program  can  be  attributed 
to  the  cooperation  received  from  medical  socie- 
ties. 

“Project  USA”  already  has  requests  to  recruit 
temporary  physician  replacements  for  tours  vary- 
ing from  two  weeks  to  several  months.  The  lo- 
cations include  Maine,  Pennsylvania,  Wisconsin, 
Colorado  and  Montana.  It  is  expected  that  re- 
quests will  be  received  for  temporary  replace- 
ments from  physicians  assigned  throughout  the 
United  States  so  that  they  may  be  relieved  for 
short  periods. 


“Project  USA”  would  like  to  hear  from  li- 
censed physicians  who  want  to  help  bring  medical 
care  to  rural  communities  and  inner-city  areas  on 
a short  term  basis. 

For  additional  information,  write  to  Project 
USA,  Division  of  Medical  Practice,  AMA,  535 
N.  Dearborn  St.,  Chicago,  111.  60610. 

SKF  Contributes 
Funds  to  Hospitals 

The  Smith  Kline  & French  Foundation  now  has 
contributed  one-quarter  million  dollars  in  match- 
ing gifts  to  hospitals. 

The  quarter  million  dollar  mark  was  reached 
when  the  foundation  matched  a contribution  from 
William  O.  Bast,  SK&F  production  director.  Man- 
ufacturing Division,  to  Delaware  County  Me- 
morial Hospital,  Drexel  Hill,  Penn. 

To  mark  the  occasion,  the  foundation  doubled 
its  matching  gift  to  the  hospital,  reported  William 
L.  Grala,  SK&F  vice  president,  Corporate  Pub- 
lic Relations,  who  also  serves  as  Executive  Sec- 
retary of  the  foundation. 

The  foundation  is  a charitable  trust  established 
in  1952  by  Smith  Kline  & French  Faboratories, 
Philadelphia  manufacturer  of  prescription  medi- 
cines and  other  health-related  products. 

The  foundation  launched  its  matching  gifts 
program  in  1956.  Through  this  program,  the 
foundation  matches  gifts  from  SK&F  employees 
to  educational  institutions  and  hospitals. 

The  matching  gifts  program  is  only  one  facet  of 
the  foundation’s  activities.  Since  its  founding,  the 
foundation  has  contributed  more  than  $13  mil- 
lion to  charitable,  educational,  scientific  and  com- 
munity programs. 

The  “Matching  Gifts  to  Hospitals”  program, 
one  of  the  first  of  its  kind  in  the  United  States, 
was  established  by  SK&F  in  1959.  To  receive  sup- 
port under  the  program,  hospitals  must  be  listed 
in  the  Guide  Issue  of  Hospitals,  Journal  of  the 
American  Hospital  Association,  and  must  be  lo- 
cated within  the  United  States  or  its  possessions. 

Recipients  may  use  contributions  for  augment- 
ing required  capital  and  general  operating  funds, 
providing  expanded  medical  and  surgical  care  for 
the  treatment  and  maintenance  of  the  sick  and 
injured,  increasing  medical  facilities  and  equip- 
ment, and  improving  incentives  for  the  highest 
quality  of  professional  medical  care. 
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The  foundation  has  matched  more  than  1,470 
separate  gifts  to  over  140  hospitals  in  the  United 
States.  In  1971,  66  SK&F  employees  participated 
in  the  program,  contributing  approximately  $26,- 
622. 

Any  fulltime,  permanent  employee  of  SK&F  or 
its  subsidiaries  making  a contribution  of  $10  or 
more,  up  to  a total  of  $2,000  in  one  calendar 
year,  is  eligible  to  participate  in  the  program. 
SK&F  directors  and  retired  employees  are  also 
eligible. 

Emergency  Physicians 
Set  Symposium  Dates 

Plans  are  being  finalized  for  the  1973  ACEP 
February  Symposium  on  “Systems  in  Emergency 
Care”  which  will  be  held  at  the  International  Ho- 
tel in  Las  Vegas,  Feb.  7 and  8. 

The  program  format,  designed  for  all  those 
who  have  a responsibility  in  emergency  health 
care,  will  identify  the  major  components  of  the 
emergency  care  system  and  show  how  they  fit  to- 
gether to  make  the  system  workable.  The  program 
will  feature  seven  nationally  recognized  author- 
ities in  emergency  medicine  who  will  make  indi- 
vidual presentations  and  many  other  authorities 
who  will  participate  in  both  panel  and  small 
group  discussions. 

The  winter  workshop,  during  which  ACEP 
committees  plan  for  the  future  activities  of  the 
college,  will  be  held  Feb.  9 and  10,  the  two  days 
following  the  symposium. 

Advance  registration  fees  for  the  symposium 
are  $100  for  members  and  $125  for  non-mem- 
bers. 

ACEP,  chartered  in  August  1968,  is  a national 
organization  comprised  of  more  than  3,100  li- 
censed physicians  who  have  a significant  interest 
in  emergency  medicine.  The  primary  goal  of  the 
association  is  to  improve  the  delivery  of  emer- 
gency services  throughout  the  country.  The  col- 
lege promotes  and  sponsors  educational  programs 
for  the  benefit  of  all  personnel,  both  medical  and 
paramedical,  who  are  part  of  the  community 
emergency  care  team.  In  addition,  the  college 
serves  as  the  voice  of  the  emergency  medical 
physician,  promoting  and  advancing  his  profes- 
sional goals. 

For  further  information,  contact:  Richard  T. 
Johnson,  Director  of  Communications,  American 
College  of  Emergency  Physicians,  241  East  Sagi- 
naw Street,  East  Lansing,  Mich.  48823. 


Excellent  Opportunity : 

Family  Practice  or  General  Surgeon 

New  modern  clinic  building  lo- 
cated near  60  bed  hospital.  Im- 
mediate opportunity  for  good 
practice  in  a college  town  which 
is  the  center  for  small  trade  area. 
New  housing  provided  for  phy- 
sician with  large  family. 

Contact:  Al  Hornsby,  President 

Community  Care  Clinics,  Inc. 
306  Barnett  Building 
Jackson,  Mississippi  39205 
Phone:  (601)  354-1819 


Cardiac  Emergency 
Course  Planned 

Cardiovascular  emergencies  will  be  the  topic 
of  a three-day  meeting  scheduled  for  March  1- 
3 at  the  Convention  Center  in  Shreveport,  La. 

The  course  will  be  sponsored  by  the  American 
Heart  Association  Council  on  Clinical  Cardiol- 
ogy, the  Louisiana  State  University  School  of 
Medicine-Shreveport,  and  the  Louisiana  Heart 
Association. 

Drs.  Edgar  Hull  and  J.  W.  Wilson,  Jr.,  are  co- 
directors of  the  course  which  has  been  approved 
for  20  hours  of  prescribed  credit  by  the  Amer- 
ican Academy  of  Family  Physicians. 

Topics  to  be  discussed  include  rhythm  distur- 
bances, cardiac  shock,  hypertensive  crisis,  con- 
gestive heart  failure,  pulmonary  embolism  and 
stroke. 

For  further  information  write:  Mrs.  Gail  Mag- 
zamen,  American  Heart  Association.  44  East 
23rd  Street,  New  York,  N.  Y.  10010. 
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St.  Petersburg  Hosts 
Cardiovascular  Seminar 

The  15th  Annual  Cardiovascular  Seminar  will 
be  held  at  the  Sheraton-Bel  Air  Motor  Inn  in 
St.  Petersburg,  Fla.,  Jan.  26-27. 

The  seminar  is  presented  by  the  Suncoast  Heart 
Association,  Hillsborough  County  Heart  Associa- 
tion and  the  College  of  Medicine,  University  of 
South  Florida  at  Tampa. 

This  program  is  approved  for  12  prescribed 
hours  by  the  American  Academy  of  Family  Phy- 
sicians. 

There  will  be  a registration  fee  of  $20.00  which 
includes  one  luncheon  and  one  cocktail  party. 

For  registration  write  the  Suncoast  Heart  As- 
sociation. P.O.  Box  12407,  St.  Petersburg,  Fla. 
33733. 

Forensic  Scientists 
Meet  in  Las  Vegas 

The  American  Academy  of  Forensic  Sciences 
will  hold  its  25th  annual  meeting  at  the  Las  Ve- 
gas-Hilton,  Las  Vegas,  Nev.,  Feb.  20-23. 

More  than  200  speakers  and  panelists  from  35 
states  and  from  Canada,  Belgium,  Sweden  and 
England  will  take  part  in  the  scientific  and  medi- 
colegal programs  being  conducted  by  the  acad- 
emy’s nine  sections.  Over  180  technical  papers 
and  topics  will  be  presented  during  the  four-day 
event  which  will  also  include  the  fifth  annual 
meeting  of  the  National  Association  of  Medical 
Examiners. 

Registration  of  the  expected  1,500  scientists, 
lawyers,  physicians,  and  criminalists  will  begin  on 
Tuesday  morning.  Advanced  educational  work- 
shops have  been  scheduled  for  toxicologists  all 
day  Tuesday  and  for  pathologists  and  medical  ex- 
aminers on  Wednesday — both  sections  have  also 
scheduled  special  meetings  Tuesday  evening. 

The  academy’s  annual  scientific  exhibit,  dis- 
playing developments  in  laboratory  equipment 
and  systems  will  open  Tuesday  morning,  and  the 
welcoming  reception  for  all  registrants  is  sched- 
uled for  5:30  p.m. 

The  first  general  session,  a review  of  the  foren- 
sic sciences  over  the  past  25  years,  will  be  opened 


Wednesday  morning,  Feb.  21,  by  Douglas  M. 
Lucas  of  Toronto,  president  of  the  academy. 

In  addition  to  the  academy’s  annual  business 
meeting,  all  of  the  academy’s  sections  have  sched-  j 
uled  programs  for  Wednesday  afternoon.  Several  I 
seminars  have  been  planned  for  Wednesday  eve-  | 
ning  including  a joint  meeting  on  “Research  in 
Forensic  Science”  with  the  International  Associa- 
tion of  Forensic  Toxicologists.  Dr.  Alan  S.  Curry, 
director  of  the  Central  Research  Establishment 
in  England  will  be  the  featured  speaker.  “Com- 
puter Related  Crimes”  and  “Forensic  Science  and 
the  Reduction  of  Crime”  will  be  two  of  the  sub- 
jects discussed  at  the  criminalistics  meeting 
Wednesday  evening. 

Many  subjects  of  general  interest  are  included 
in  the  Wednesday  afternoon  section  meetings: 
drug  involvement  and  auto  fatalities;  the  effects 
of  methadone  on  driving  ability;  the  analysis  of 
street  drugs  in  a college  community;  the  Clifford 
Irving  Hoax;  a case  history  of  two  skyjackers;  as- 
saultive juveniles;  identification  in  aircraft  acci- 
dents; sudden  deaths;  suicides  in  prison  and  the 
medical  and  sociological  aspects  of  rape,  among 
many  others. 

The  second  general  session  will  be  held  on 
Thursday  morning  and  is  entitled,  “Suicide.”  At- 
torney Don  Harper  Mills  of  Long  Beach,  Calif, 
will  moderate  the  eight  presentations  representing 
the  various  disciplines  of  the  academy  which  will 
review  the  criminal,  civil  and  medicolegal  aspects. 

Post-mortem  identification  will  be  the  subject 
of  a combined  meeting  Thursday  afternoon  of  the 
pathology/ biology,  anthropology  and  odontology 
sections.  The  psychiatry  and  jurisprudence  sec- 
tions will  also  engage  in  a joint  discussion  of  “The 
Criminal  Confession”  on  Thursday  afternoon. 

Scientific  papers  of  technical  interest  have  also 
been  scheduled  for  presentation  on  Thursday  af- 
ternoon by  the  toxicology,  questioned  documents 
and  criminalistics  sections.  The  general  section’s 
program  will  review  a new  system  for  investigat- 
ing suicide  deaths,  a computer  system  for  the  con- 
trol of  outpatient  health  care,  new  fingerprint 
technologies,  recent  trends  in  suicides  and  violent 
deaths,  and  the  controversial  issue  of  community 
involvement  in  the  administration  of  justice. 

An  invitation  to  attend  the  AAFS  meeting  is 
extended  to  all  those  who  practice  in  medicolegal 
and  forensic  science-related  fields.  An  advance 
program  and  registration  information  may  be  ob- 
tained from  Dr.  James  T.  Weston,  44  Medical 
Drive,  Salt  Lake  City,  Utah  84113.  Special  low- 
cost  group  travel  and  hotel  arrangements  are 
available  to  Las  Vegas  from  Boston,  Hartford, 
New  York,  Philadelphia,  Baltimore,  Chicago,  Mi- 
ami and  Houston  for  those  who  wish  to  attend. 
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Month  . . . Radioimmunoassay, 

Twenty  Years  of  Public  Health , 

Russian  Visit,  Gonadal  Dysgenesis 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counselin 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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Radioimmunoassay:  Current  Status  and 

Clinical  Application 


■ Radioimmunoassay,  utilizing  the  principle  of 
competitive  inhibition,  was  first  described  in  1960 
by  Yalow  and  Berson.1  They  had  devised  the 
technique  in  order  to  measure  insulin  levels  in 
plasma,  in  connection  with  their  studies  of  insulin 
physiology.  This  technique  has  subsequently  been 
widely  applied  to  the  study  of  many  biological 
systems  and  is  capable  of  accurately  measuring 
substances  which  are  present  only  in  trace  concen- 
trations, as  little  as  billionths  and  trillionths  of  a 
gram  per  milliliter  (nanograms,  10  !)  g./ml.,  and 
picograms,  10-12  g./ml.,  respectively).  The  main 
necessity  is  that  a satisfactory  antibody  to  the 
test  substance  be  produced. 

There  are  four  basic  requirements  for  develop- 
ing a radioimmunoassay:  (1)  A known  amount 
of  purified  test  substance  for  standardization  (un- 
labeled antigen);  (2)  Radioactively  labeled  test 
substance  (labeled  antigen);  (3)  A satisfactory 
antibody  to  the  test  substance;  and  (4)  A method 
for  separating  the  free  from  the  bound  antigen 
following  incubation  of  antigen  and  antibody. 
The  basic  procedure  is  this:  The  test  substance, 
or  antigen,  must  be  sufficiently  pure  to  serve  as 
the  standard,  and  to  produce  highly  specific  anti- 
bodies to  itself.  A portion  of  the  purified  antigen 
is  given  a radioactive  label.  The  radioactively 
labeled  antigen  and  varying  known  amounts  of 
unlabeled  antigen  are  mixed  together,  and  these 
are  permitted  to  react  with  a limited  amount  of 
antibody.  The  labeled  and  unlabeled  antigens  will 
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attach  to  the  antibody  in  direct  proportion  to  their 
respective  concentrations  in  the  incubation  mixture 
(competitive  inhibition).  The  antibody-bound  anti- 


Radioimmunoassay , utilizing  the  principle 
of  competitive  inhibition,  was  devised  to 
measure  insulin  levels  in  plasma.  The  tech- 
nique has  since  been  widely  applied  to  the 
study  of  many  biological  systems  and  is 
capable  of  accurately  measuring  substances 
present  only  in  trace  concentrations.  The 
author  discusses  the  basic  requirements  and 
procedures  and  reviews  currently  feasible 
radioimmunoassays . 


gen  is  then  separated  from  the  rest  of  the  incu- 
bation mixture,  which  contains  the  remaining, 
unbound  (“free”)  antigen,  both  labeled  and  un- 
labeled. The  amount  of  labeled  antigen  which 
will  be  in  the  antibody-bound  fraction  will  depend 
on  how  much  unlabeled  antigen  was  present  in 
the  mixture,  since  the  labeled  and  unlabeled  anti- 
gen competed  with  each  other  for  the  antibody 
and  the  greater  the  concentration  of  unlabeled 
antigen,  the  less  the  amount  of  labeled  antigen 
which  will  be  able  to  attach  to  antibody.  One  then 
counts  the  amount  of  radioactivity  in  the  bound 
fraction,  and  that  in  the  unbound  fraction,  and 
expresses  the  results  as  the  ratio  of  bound  to  free 
antigen  (B/F  ratio).  By  obtaining  the  B/F  ratios 
for  increasing,  known  amounts  of  pure,  unlabeled 
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antigen,  one  can  then  establish  a standard  curve. 
(See  Figure  1.)  One  then  is  ready  to  test  an  un- 
known. Using  antibody,  labeled  antigen,  and  an  un- 
known amount  of  antigen  (i.e.,  the  substance  in  a 
patient's  serum)  one  repeats  the  above  procedure, 
and  the  bound/free  ratio  for  the  test  substance  is 
determined.  The  amount  of  unknown  antigen  in 
the  test  sample  can  then  be  determined  by  refer- 
ence to  the  standard  curve  previously  established. 

In  devising  a radioimmunoassay  for  a specific 
substance,  there  are  several  practical  consider- 
ations to  be  worked  out;  namely,  selection  and 
attachment  of  the  radioactive  labels;  selection  of 
a satisfactory  method  of  separating  bound  from 
free  antigen;  and  most  importantly,  production  of 
a satisfactory  antibody.  If  these  problems  are 
solved,  any  substance,  even  in  extremely  small 
concentrations,  can  be  measured  by  radioim- 
munoassay. 

Selection  of  label.  The  best  label  is  125I,  which 
can  be  attached  to  a tyrosine  molecule  in  proteins, 
and  polypeptides.  125I  has  a half-life  of  about  two 
months,  giving  it  a satisfactory  shelf  life.  It  emits 
gamma  rays  of  good  counting  characteristics,  per- 
mitting easy  counting  in  an  inexpensive,  well-type 
counter.  The  only  limitation  to  its  use  is  that  the 
substance  to  be  measured  must  contain  tyrosine; 
i.e.,  proteins  and  most  polypeptides.  Iodination  is 
accomplished  by  the  chloramine  T method  of 
Hunter  and  Greenwood,2  in  which  125I  is  oxidized 
and  incorporated  into  the  tyrosine  molecule,  in 
slightly  alkaline,  mild  conditions  which  do  not 
damage  the  antigen  molecule.  The  labeled  antigen 
is  then  separated  by  passage  through  a Sephadex 
column.  It  is  desirable  to  incorporate  enough 
radioactive  iodine  to  permit  final  counts  in  the 
bound  and  free  fractions  of  at  least  3000  per 
minute.  However,  excessive  iodination  may  cause 
radioactive  damage  to  the  antigen.  The  labeled 
antigen  must  be  tested  for  damage  by  some 
method  such  as  chromatography  or  electrophoresis, 
and  its  specificity  must  be  validated  by  showing 
that  it  will  inhibit  antibody-binding  by  pure  un- 
labeled antigen  to  the  expected  degree. 

Antigens  which  contain  no  tyrosine,  and  there- 
fore cannot  be  labeled  w ith  iodine,  may  be  attached 
as  a hapten  to  a protein  molecule,  thereby  per- 
mitting iodination;  or  they  may  be  labeled  with 
tritium  (3H),  or  possibly  14C  or  57Co.  Such  sub- 
stances include  drugs  (digoxin,  digitoxin,  barbitu- 
rates, morphine),  steroid  hormones  (cortisol, 
aldosterone,  estrogens,  androgens),  and  glycopro- 
tein hormones  (TSH,  ACTH,  pituitary" gonado- 


tropins, and  chorionic  gonadotropins).  Tritium 
(;!H)  and  14C  are  beta  emitters,  which  require 
liquid  scintillation  counting.  This  form  of  counting 
is  cumbersome,  requires  expensive  equipment,  and 
is  subject  to  a number  of  problems,  the  solution 
to  which  involves  some  compromise  in  the  ac- 
curacy of  the  counting.  However,  it  is  quite  satis- 
factory, given  the  proper  equipment,  properly 
used.  Counting  beta  emissions  is  done  by  placing 
the  isotope  in  a fluorescent  medium  (scintillation 
fluid),  which  will  emit  a spark  of  light  when  a 
beta  particle  is  released  into  it.  The  intensity  of 
the  spark  of  light  varies  unpredictably  (quench- 
ing), and  many  artifactual  sparks  occur,  which 
may  vary  with  temperature.  All  of  this  greatly 
complicates  the  accurate  counting  of  genuine  beta 
emissions,  and  the  variables  must  be  arbitrarily 
corrected  by  application  of  factors  based  on 
statistical  probabilities.  After  a patient  has  re- 
ceived Technetium  99  for  an  organ  scan,  he  has 
significant  gamma  activity  in  the  plasma  for  24 
hours,  and  thereafter  has  a small  amount  of  beta 
activity  indefinitely.  If  liquid  scintillation  counting 
is  to  be  done  on  such  plasma,  the  component  con- 
taining the  beta  activity  may  be  extracted,  or  a 
background  count  done  on  the  sample  before 
testing. 

Methods  of  separating  bound  and  free  antigen. 


Standard  Carve  ( semilogarithmic  scale) 


o = ng  unlabeled  antigen  (standards)  added. 

X = unknown  ( B/F  ratio  =0.33,  so  concentration 
of  unknown  = 1.4  ng/ml.) 

Figure  1 
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In  many  procedures,  Dextran®-coated  charcoal 
may  be  added  to  the  mixture  following  incubation, 
and  the  unbound  antigen  will  selectively  adhere  to 
this,  which  can  then  be  separated  by  centrifu- 
gation. A second  method,  which  promises  to  be 
very  useful,  is  simply  to  coat  the  inside  of  a 
disposable  test  tube  with  antibody,  to  which  the 
antigen  in  the  incubation  mixture  will  adhere. 
The  liquid  phase  can  then  simply  be  poured  off, 
and  the  liquid  and  tube  can  be  separately  counted. 
Another  widely  used  method  is  the  double-anti- 
body method,  in  which  antibodies  to  the  antibody 
are  produced  and  added  to  the  mixture  after 
incubation.  This  forms  a very  large  complex  of 
“double  antibody"  and  bound  antigen,  which  can 
be  separated  from  the  rest  of  the  mixture  by 
filtration  or  salt  precipitation.  Electrophoresis, 
chromato-electrophoresis,  and  gel  filtration  also 
can  be  used  to  separate  the  bound  and  free  frac- 
tions. 

Antibody  production.  The  most  important 
characteristic  of  a satisfactory  antibody  is  high 
affinity,  not  to  be  confused  with  high  titer.  High 
affinity  means  relatively  irreversible  binding  of 
antigen  to  antibody,  so  that  small  variations  in  the 
amount  of  unknown  antigen  will  cause  a distinct 
and  perceptible  change  in  the  ratio  of  bound-to- 
free  antigen  after  separation.  Loose  binding  would 
not  detect  these  small  variations,  rendering  the 
test  insensitive.  Twenty-five  per  cent  binding  is 
considered  satisfactory.  Low  affinity  is  primarily 
a problem  with  poorly  antigenic  substances,  such 
as  proteins  or  peptides  of  small  molecular  weight, 
and  haptens.  Protein  or  polypeptide  hormones 
having  molecular  weights  over  10,000  generally 
form  good  antibodies,  while  less  satisfactory  anti- 
bodies are  formed  by  smaller  polypeptides,  es- 
pecially those  with  molecular  weights  below  1000, 
as  well  as  steroid  hormones,  glycoprotein  hor- 
mones, and  drugs.  Even  with  conjugation,  and/or 
use  of  adjuvants,  the  production  of  satisfactory 
antibodies  in  these  cases  is  highly  unpredictable, 
and  one  to  two  years  of  repetitive  stimulation  may 
be  necessary.  Even  after  this,  only  a few  of  the 
stimulated  animals  may  produce  good  antibodies, 
the  reason  for  which  is  not  understood. 

Besides  high  affinity,  antibodies  must  have  high 
specificity  for  the  antigen  which  produced  them 
and  which  subsequently  is  to  be  measured  by 
them.  Cross-reactivity  with  similar  antigens  may 
be  a difficult  problem.  The  glycoprotein  hormones 
(pituitary  and  chorionic)  are  notorious  in  this 
respect.  Other  problems  relating  to  specificity 
occur.  Some  substances  have  not  been  purified 
enough  to  produce  specific  antibodies;  e.g.,  renin. 


The  antibodies  may  be  species-specific,  necessitat- 
ing the  use  of  purified  human  hormone  rather 
than  animal  hormone  for  production  of  antibody 
(parathyroid  hormone,  growth  hormone).  Non- 
specific cross-reactivity  may  occur  even  in  anti- 
bodies produced  with  relatively  pure  antigen 
(carcino-embryonic  antigen).  Many  circulating 
hormones  exist  in  more  than  one  immunologic 
type  (insulin,  parathyroid  hormone),  and  anti- 
bodies to  each  immunologic  type  must  be  pro- 
duced in  order  to  measure  the  hormone’s  true 
biologic  activity  in  the  patient's  serum.  Therefore, 
one  must  establish  that  the  immunologic  activity 
of  the  test  substance  correlates  with  the  biologic 
activity  (identity).  Finally,  there  are  the  problems 
of  non-specific  binding  of  antibody  to  glassware, 
non-specific  inhibition  by  tissue  components,  or 
enzymatic  destruction  of  the  antigen  or  antibody 
in  the  test  system. 

After  an  antibody  has  been  produced,  it  must 
be  validated  by  testing  in  several  ways,  to  show 
that  non-specific  inhibition  of  antibody-binding 
does  not  occur.  The  antibody  may  be  used  in 
several  dilutions,  and  if  the  resulting  inhibition 
curves  are  parallel,  it  can  be  assumed  that  no 
non-specific  binding  or  inhibition  are  occurring. 
Hormone-free  plasma  from  patients  with  endo- 
crinopathies  may  be  used  as  a test  substance,  in 
which  any  detectable  inhibition  would  be  obvi- 
ously non-specific. 

Therefore,  in  evaluating  commercially  available 
radioimmunoassay  kits,  the  manufacturer  should 
furnish  satisfactory  information  regarding  the  fol- 
lowing: (1)  Affinity.  Is  the  antigen  being  tested 
antigenic  enough  to  produce  good  antibodies?  Is 
the  test  sensitive  enough  for  clinical  purposes? 
(2)  Specificity.  Was  the  antigen  producing  the 
antibodies  sufficiently  pure?  Is  cross-reaction 
minimal?  Is  non-specific  inhibition  absent?  Has 
identity  been  established?  (3)  Stability  and  re- 
producibility of  antibody.  Will  sufficient  antibody 
be  available  for  continuous  clinical  use?  Will  the 
antibody  deteriorate  upon  storage?  Additional 
questions  which  should  be  answered  before  suit- 
ability of  a radioimmunoassay  can  be  determined 
are  type  of  label;  expense  of  equipment  required, 
such  as  liquid  scintillation  counting  equipment, 
refrigerated  centrifuge,  fume  hoods,  and  facili- 
ties for  isotope  storage  and  disposal;  length  of 
time  required  to  perform  the  test;  and  whether 
or  not  the  test  must  be  available  as  a “stat"  pro- 
cedure in  order  to  be  clinically  useful. 

Commercially  available  radioimmunoassays  in- 
clude those  for  plasma  renin  activity  (angiotensin 
I generation),  hepatitis-associated  antigen,  digox- 
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in.  digitoxin,  and  growth  hormone;  also  available 
are  assays  for  chorionic  gonadotropin,  placental 
lactogen  (somatomammotropin),  triiodothyronine, 
thyroxin,  TSH,  LH,  FSH,  cortisol,  ACTH,  and 
morphine. 

RADIOIMMUNOASSAY  REVIEW 

Plasma  renin  activity.  Renin  is  a proteolytic 
enzyme  released  by  the  kidney.  It  acts  on  a sub- 
strate of  alpha  globulin  to  produce  the  peptide 
angiotensin  I,  which  is  rapidly  degraded  to  angio- 
tensin II.  Angiotensin  II  is  a vasopressor,  and  also 
releases  aldosterone,  the  sodium-conserving  hor- 
mone. Plasma  renin  activity  is  measured  indirectly 
by  RIA  of  angiotensin  I generation,  since  renin 
has  not  been  sufficiently  purified  to  permit  anti- 
body production  for  direct  measurement.  The  di- 
rect measurement  of  plasma  aldosterone  by  RIA 
has  been  accomplished  only  in  research  labora- 
tories, as  the  hormone  is  only  poorly  antigenic, 
and  satisfactory  antibodies  are  difficult  to  pro- 
duce. Antibodies  to  angiotensin  I must  be  pro- 
duced either  with  conjugation  or  by  use  of  an 
adjuvant,  and  the  antigen  is  labeled  with  125I.  The 
test  is  carried  out  in  the  presence  of  an  enzyme 
inhibitor,  to  prevent  angiotensin  II  formation 
during  the  incubation  period.  Angiotensin  II  also 
can  be  measured  by  RIA.  but  it  has  a very  short 
half  life,  and  there  is  no  clinical  advantage  to 
measuring  it. 

The  RIA  for  plasma  renin  (or  more  exactly, 
plasma  renin  activity  or  angiotensin  I generation) 
is  used  to  detect  hyperaldosteronism,  either  pri- 
mary or  secondary,  but  the  preparation  of  the 
patient  and  collection  of  the  sample  is  quite  dif- 
ferent for  each  of  these.  The  patient  should  be 
off  antihypertensive  drugs  before  testing  in  either 
case.  In  the  presence  of  primary  hyperaldosteron- 
ism, the  plasma  renin  activity  of  the  peripheral 
blood  is  extremely  low  or  non-detectable,  since 
the  autonomous  production  of  aldosterone  sup- 
presses renin  output,  and  measures  designed  to 
increase  renin  production,  such  as  diuresis,  salt 
depletion,  or  peripheral  venous  pooling  by  up- 
right posture,  cause  no  measurable  increase  of 
renin  activity.  The  peripheral  blood  renin  activity 
in  other  forms  of  hypertension  may  be  high  or 
low,  but  not  as  low  as  in  primary  aldosteronism, 
and  the  renin  level  in  these  states  will  increase 
after  sodium  depletion.  The  normal  levels  of 
peripheral  blood  renin  are  0 to  5 ng./ml.  In 
essential  hypertension,  the  plasma  renin  in  the 
peripheral  blood  may  be  as  high  as  20  and  in 
renal  hypertension  as  high  as  30  ng./ml.  Patients 


on  birth  control  pills  have  levels  up  to  15  ng./ml. 

In  the  diagnosis  of  secondary  hyperaldosteron- 
ism due  to  renal  disease,  it  cannot  be  too  strongly 
emphasized  that  the  measurement  of  plasma  renin 
activity  in  the  peripheral  blood  is  worthless,  be- 
cause of  the  variations  in  other  forms  of  hyper- 
tension just  described.  In  order  to  diagnose  renal 
hypertension,  the  plasma  renin  activity  must  be 
measured  in  blood  taken  by  catheter  from  each 
renal  vein  individually,  as  well  as  a sample  of 
blood  from  the  lower  inferior  vena  cava  (repre- 
senting peripheral  blood  for  comparison).  The 
ratio  of  renin  levels  between  the  renal  veins  is 
obtained.  This  is  the  critical  factor  in  diagnosing 
unilateral  renal  disease,  rather  than  the  absolute 
levels  of  renin,  which  may  run  as  high  as  1200 
ng./ml.  There  is  some  disagreement*  as  to  what 
the  diagnostically  significant  ratio  is,  but  probably 
it  is  about  1.5;  that  is,  the  renin  level  in  the  vein 
of  the  diseased  kidney  is  at  least  1.5  times  that  in 
the  healthy  kidney.  If  the  ratio  is  less,  both  kidneys 
are  either  diseased  or  healthy.  Furthermore,  to  be 
certain  that  both  kidneys  are  not  diseased,  the 
renin  level  in  the  venous  effluent  from  the  healthy 
kidney  should  approximate  that  of  the  peripheral 
blood  (sample  from  the  lower  vena  cava),  and 
here  it  is  suggested  that  the  ratio  of  renin  from 
the  healthy  renal  vein  should  not  exceed  1.3  times 
that  of  the  vena  cava  blood.  It  should  be  noted 
that  the  concentration  of  renin  in  the  renal  vein  is 
not  necessarily  an  index  of  production  of  renin 
from  that  kidney,  since  production  would  equal 
concentration  times  volume.  However,  clinical 
experience  has  shown  the  above-described  ratios 
to  be  satisfactory,  and  to  correlate  with  other 
indicators  of  individual  renal  function,  such  as 
rapid-sequence  urography,  renograms,  and  creati- 
nine excretion.  High  renin  production  should 
correlate  with  low  renal  blood  flow  and  creatinine 
excretion,  as  measured  by  these  techniques.  It 
should  be  further  noted  that  renin  and  these  other- 
indicators  of  renal  function  may  be  more  reliable 
than  arteriography  in  determining  which  kidney 
is  diseased,  since  a stenotic  renal  artery  does  not 
necessarily  mean  that  this  kidney  is  the  one  which 
should  be  removed.  The  contralateral  kidney  may 
become  irreversibly  damaged  due  to  the  Goldblatt 
effect,  and  become  the  predominant  source  of  in- 
creased renin,  secondary  hyperaldosteronism,  and 
hypertension,  while  the  kidney  with  the  stenotic 
renal  artery  is  protected  from  the  hypertension 
and  remains  relatively  normal.  In  such  a case,  the 
contralateral  kidney  would  show  physiologic  evi- 
dence of  poor  blood  flow  and  increased  renin  pro- 
duction, and  its  removal,  plus  repair  of  the  steno- 
sis, may  effect  a cure.4 
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When  a patient  is  to  undergo  renal  vein 
catheterization  for  detection  of  renal  hypertension, 
he  should  be  off  antihypertensive  drugs,  and  de- 
pleted of  sodium.  This  can  be  accomplished  by  a 
low  sodium  diet  for  three  days,  plus  a sodium- 
depleting  diuretic;  or  the  patient  may  be  left  on  a 
normal  diet,  and  given  intravenous  Lasix®  four 
hours  prior  to  the  procedure.  These  measures  will 
ensure  maximum  renin  production.  This  may 
somewhat  decrease  the  ratio  between  healthy  and 
diseased  kidney,  as  there  will  be  increased  pro- 
duction from  the  “healthy”  kidney;  however,  this 
ensures  detection  of  excess  renin  production  from 
this  kidney,  which  would  indicate  bilateral  renal 
disease,  and  contraindicate  surgery.  Some  have 
advocated  having  the  patient  maintain  upright 
posture,  or  tilting  the  x-ray  table  prior  to  catheter- 
ization, but  this  probably  is  unnecessary,  and  a 
more  controlled  study  is  obtained  by  having  the 
patient  remain  supine  for  four  hours  before  the 
procedure. 

Hepatitis-associated  antigen.  An  RIA  has  been 
developed  for  this  which  is  far  more  sensitive  than 
the  most  popular  current  method,  counterimmuno- 
electrophoresis  (CEP).  Overnight  incubation  is 
required.  The  label  is  125I.  Separation  is  ac- 
complished by  the  convenient  solid  phase  method, 
or  by  the  double  antibody  method.  HAA  is  present 
in  peak  titers  in  patients  with  clinical  hepatitis. 
Ten  per  cent  of  patients  will  continue  to  show 
the  antigen  after  apparent  recovery,  and  these 
patients  are  thought  to  be  carriers.  HAA  is  the 
coat  of  the  Dane  particle,  which  probably  repre- 
sents the  DNA,  and  is  the  infectious  component, 
but  which  itself  apparently  is  not  antigenic. 
Patients  may  have  both  HAA  and  antibodies  to 
HAA  in  their  serum,  generally  after  receiving 
long-term  transfusion  therapy  (e.g.,  aplastic 
anemia,  hemophilia). 

Measurement  of  HAA  is  useful  not  only  in 
detecting  potential  transmitters  of  serum  hepatitis 
among  blood  donors,  but  also  is  useful  in  the 
diagnosis  of  hepatitis.  In  one  study  of  33  patients 
with  presumed  hepatitis,  30  were  positive  for 
HAA  by  RIA,  while  only  22  were  positive  by 
CEP.  There  are  at  least  two  antigenic  forms 
(immunologically  distinct  subtypes)  of  HAA, 
which  may  account  for  failure  to  detect  HAA  in 
some  patients  with  clinical  hepatitis,  since  they 
may  have  the  antigenic  form  which  is  not  being 
tested  for. 

Blood  which  is  positive  for  HAA,  as  measured 
by  RIA,  is  highly  likely  to  transmit  clinical  or  sub- 
clinical  hepatitis  (chemical  evidence  only).  How- 
ever, blood  which  is  negative  for  HAA  by  RIA 
can  still  transmit  HAA-positive  hepatitis.  In  one 


series,  22  per  cent  of  patients  who  developed 
clinical  or  chemical  evidence  of  hepatitis  had  re- 
ceived blood  which  was  negative  for  HAA  by 
RIA,  and  a small  percentage  of  these  patients 
then  developed  detectable  HAA  in  their  own 
blood  (although  they  had  received  blood  negative 
for  HAA).  Thus,  it  is  clear  that  RIA  is  by  no 
means  foolproof  in  detecting  blood  which  can 
potentially  transmit  hepatitis.  Of  patients  receiv- 
ing blood  positive  by  RIA  but  negative  by  CEP, 
36  per  cent  developed  hepatitis,  and  of  those  re- 
ceiving blood  positive  both  by  RIA  and  CEP,  60 
per  cent  developed  hepatitis,  about  two-thirds 
chemical  and  one-third  clinical  in  severity.  These 
figures  indicate  the  increased  sensitivity  of  RIA, 
but  also  indicate  that  40  per  cent  of  patients 
receiving  RIA-positive  blood  will  not  develop 
hepatitis  (patient  resistance),  and  that  some  of 
the  patients  receiving  negative  blood  will  develop 
some  evidence  of  hepatitis,  usually  mild  (in- 
fectious agent  of  different  immunologic  type  than 
that  tested  for,  or  concentration  too  low  for 
laboratory  detection,  but  high  enough  for  infec- 
tivity)  .5 

Digoxin-digitoxin.  Antibodies  of  high  affinity  to 
each  of  these  drugs  have  been  produced.  The  RIA 
has  a short  incubation  time,  125I  or  3H  are  the 
labels,  and  Dextran®-charcoal  is  used  for  sepa- 
ration. For  the  results  to  be  interpretable,  the 
blood  sample  must  be  obtained  in  relation  to  in- 
gestion of  the  drug.  In  order  to  diagnose  toxicity, 
the  sample  must  be  obtained  exactly  eight  hours 
after  an  oral  dose  of  drug.  A digoxin  level  under 
1.5  ng./ml.  is  almost  never  associated  with  tox- 
icity. Eighty-five  per  cent  of  clinically  toxic  patients 
show  levels  over  2.0  ng./ml.  The  therapeutic  range 
is  considered  to  be  0. 5-2.0  ng./ml.  Therapeutic 
levels  up  to  4.0  are  sometimes  obtained  during 
intensive  treatment  of  arrhythmias.  The  distinc- 
tions between  therapeutic  and  toxic  ranges  are 
less  clear-cut  with  digitoxin.0  Patients  receiving 
digitalis  leaf  or  other  digitalis  preparations  cannot 
be  evaluated  for  toxicity  by  measurement  of 
digoxin  or  digitoxin  levels.  Random  samples  of 
blood  for  drug  levels  are  useful  only  in  determin- 
ing if  a patient  is  already  on  the  drug  tested  for, 
but  not  other  forms  of  digitalis.  Digoxin  levels 
can  be  done  on  as  little  as  0.3  ml.  of  blood,  per- 
mitting use  of  this  test  in  infants  and  children, 
where  estimation  of  therapeutic  or  toxic  levels 
may  be  difficult.  It  should  be  noted  that  plasma 
drug  levels  bear  no  constant  relationship  to  tissue 
levels. 

Morphine  and  codeine.  These  are  the  break- 
down products  of  injected  heroin,  but  not  of 
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methadone  or  nalorphene,  and  therefore  RIA  of 
morphine  and/or  codeine  can  be  used  to  detect 
addicts.  RIA  of  morphine  is  commercially  avail- 
able, and  will  probably  become  a widespread  pro- 
cedure soon.  The  label  is  ::H,  requiring  liquid 
scintillation  counting. 

LESS  USEFUL 
RADIOIMMUNOASSAYS 

Parathyroid  hormone.  While  the  technical  as- 
pects of  RIA  of  PTH  have  been  worked  out, 
physiologic  considerations  make  interpretation  of 
findings  difficult,  since  there  are  at  least  two  and 
probably  three  distinct  immunologic  variants  of 
PTH  in  the  circulation,  including  “big”  PTH, 
which  may  be  selectively  secreted  by  parathyroid 
adenomas.  This  has  led  to  considerable  confusion 
as  to  normal  limits,  or  degree  of  normal  variation, 
although  it  does  appear  that  PTH  generally  is 
elevated  in  primary  hyperparathyroidism,  whether 
due  to  chief  cell  hyperplasia,  or  to  adenoma,  while 
there  is  little  or  no  measurable  circulating  PTH  in 
hypoparathyroidism.  The  lack  of  identity  between 
immunologic  and  biologic  activity  must  be  worked 
out  before  the  RIA  can  become  generally  appli- 
cable. 

Growth  hormone.  This  is  a commercially  avail- 
able RIA,  and  is  fairly  simple  to  perform,  but 
clinical  interpretation  of  results  is  not  simple,  in 
that  the  exact  role  of  growth  hormone  is  poorly 
understood.  The  continued  secretion  of  GH  after 
full  growth  stops  suggests  that  it  has  a continuing 
physiologic  role.  Sulfation  factor  (somatomedin) 
is  a necessary  peripheral  intermediary  effector, 
which  is  absent  in  African  pigmies.  In  the  diag- 
nosis of  either  pituitary  dwarfism,  or  acromegaly, 
the  growth  hormone  should  first  be  measured 
following  a stimulus,  since  resting  levels  vary 
considerably  and  overlap  with  normal  levels.  In 
acromegaly,  the  growth  hormone  level  rises 
abruptly  following  injection  of  a small  dose  of 
insulin.  In  dwarfs,  exercise  may  be  used  as  a 
stimulus,  which  will  provoke  no  rise  in  pituitary 
dwarfs.  If  either  screening  test  is  positive,  the 
24-hour  secretion  rate  must  be  measured,  at  least 
in  pituitary  dwarfs,  by  taking  a blood  sample  at 
least  once  an  hour  for  24  hours.  (Some  advocate 
every  20  minutes.)  Thus,  although  the  growth 
hormone  RIA  has  been  widely  advertised  com- 
mercially, its  improper  use  may  yield  meaningless 
or  misleading  results.7 

Placental  lactogen  (chorionic  somatomammotro- 
pin) is  another  commercially  available  RIA,  and 
its  circulating  level  is  a function  of  placental  size. 


It  has  been  hoped  that  its  measurement  would  be 
of  value  in  detecting  placental  “insufficiency”  in 
the  third  trimester,  with  resulting  fetal  distress. 
However,  to  be  clinically  useful,  the  insufficiency 
must  first  be  suspected,  and  then  hormone  levels 
must  be  done  every  few  hours  to  detect  a change, 
which  generally  is  precipitous,  and  indicates  need 
for  immediate  delivery  of  the  infant.  It  has  been 
suggested  that  persistent  levels  below  4000  ng./ml. 
in  the  otherwise  healthy  third-trimester  woman 
indicate  the  likelihood  of  placental  insufficiency. 
More  (controlled)  experience  with  this  test  is 
needed  before  its  usefulness  can  be  determined. 

Insulin.  This  was  the  initial  RIA  developed  by 
Yalow  and  Berson,  and  works  quite  well  tech- 
nically. However,  it  has  little  clinical  usefuless  in 
managing  diabetics,  although  it  has  shown  con- 
clusively that  juvenile  diabetics  are  insulin-de- 
ficient, maturity-onset  diabetics  are  insulin-resist- 
ant, and  brittle  diabetics  have  extremely  high 
levels  of  endogenous  anti-insulin  antibodies.  It 
has  also  shown  that  pro-insulin  exists  (“big” 
insulin),  and  that  the  percentage  of  “big”  insulin 
in  the  plasma  of  patients  with  insulinomas  is 
usually  high,  between  25  and  80  per  cent  of 
circulating  insulin,  giving  its  identification  diag- 
nostic value.  Insulinoma  also  can  be  diagnosed 
in  50  per  cent  of  cases  by  fasting  the  patient  at 
least  60  hours  (shorter  periods  are  insufficient). 
Diagnosis  of  insulinoma  is  established  if  the 
patient  still  shows  inappropriately  high  levels  of 
circulating  insulin  (over  5 microunits  per  ml.). 
However,  50  per  cent  of  insulinoma  patients,  as 
well  as  reactive  hypoglycemics  and  normal  pa- 
tients, will  show  levels  below  this,  in  the  normal 
range.  Thus,  a negative  test  does  not  exclude 
insulinoma.  It  should  also  be  noted  that  a blood 
glucose  level  below  20  mg. /ml.,  whether  random 
or  fasting,  is  practically  diagnostic  of  insulinoma. 
The  tolbutamide  tolerance  test  may  cause  severe 
hypoglycemia  in  the  presence  of  insulinoma,  and 
is  considered  unsafe. 

Gastrin.  Yalow  and  Berson  also  developed  the 
RIA  of  gastrin,  which  is  enormously  elevated  in 
the  Zollinger-Ellison  syndrome,  and  in  pernicious 
anemia.  The  gastrin  level  may  be  somewhat  raised 
above  normal  in  peptic  ulcer  of  the  stomach  or 
duodenum,  although  there  is  too  much  overlap 
with  the  normal  for  the  test  to  be  clinically  use- 
ful. The  normal  level  is  around  1 10  to  165  pg./ml. 
The  intact  gastrin  molecule  must  be  used  to  pro- 
duce antibodies,  since  use  of  gastrin  fragments 
will  result  in  antibodies  which  are  cross-reactive 
to  other  gastrointestinal  secretogogues. 

Glucagon.  Glucagon  is  poorly  antigenic,  and 
requires  conjugation  for  antibody  production. 
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There  are  technical  problems  in  the  assay,  such 
as  enzymatic  destruction  of  the  antigen,  and  the 
appearance  of  cross-reactive  or  glucagon-like  sub- 
stances in  the  serum  following  a hypoglycemic 
stimulus.  The  RIA  has  no  clinical  application  at 
present. 

Pituitary  hormones.  ACTH  has  been  synthe- 
sized, and  its  blood  level  measured  by  RIA,  with 
normal  values  of  10-20  ng./ml.,  showing  diurnal 
variation.  The  RIA  is  complicated  by  the  enzy- 
matic degradation  of  ACTH  during  incubation. 
The  RIA  has  been  used  to  distinguish  primary 
from  secondary  adrenal  insufficiency.  The  pitui- 
tary glycoprotein  hormones,  FSH,  LH.  and  TSH, 
have  been  difficult  to  measure  by  RIA,  since  anti- 
body production  is  difficult,  time-consuming,  and 
unpredictable,  and  the  antibodies  to  all  glyco- 
protein hormones  (including  chorionic  gonadotro- 
pin) are  greatly  cross-reactive.  The  problem  of 
cross-reactivity  is  thought  to  have  been  recently 
solved  by  raising  antibodies  to  only  the  beta 
fragment  of  each  hormone,  which  appears  to  con- 
fer specificity.  Because  of  these  difficulties,  at 
present  the  RIA  is  best  limited  to  research  situ- 
ations, and  any  commercially  available  kits  should 
be  viewed  with  suspicion.  However,  TSH  levels 
have  been  found  to  be  quite  satisfactory  in  the 
diagnosis  of  thyroid  disease,  and  measurement  of 
plasma  chorionic  gonadotropin  permits  diagnosis 
of  pregnancy  almost  immediately  upon  implanta- 
tion; i.e.,  even  before  a menstrual  period  is  de- 
layed. 

Chorionic  gonadotropin.  Because  high  levels  of 
this  hormone  rapidly  appear  following  implanta- 
tion, the  RIA  is  potentially  quite  useful  in  the 
diagnosis  of  pregnancy.  The  problem  of  cross- 
reactivity with  the  other  glycoprotein  hormones 
may  prove  to  be  unimportant,  as  they  are  present 
in  only  trace  quantities.  This  is  said  to  be  com- 
merically  available. 

Thyroxine  and  triiodothyronine.  RIAs  for  these 
substances  have  been  developed,  and  may  even- 
tually replace  the  current  assay  techniques  utiliz- 
ing competitive  protein  binding,  although  the 
levels  as  measured  by  RIA  are  subject  to  the 
same  physiologic  variations  which  complicate  the 
interpretation  of  the  more  familiar  T3  and  T4 
tests  (e.g.,  variations  due  to  pregnancy,  drugs, 
androgens,  etc.). 

Steroid  hormones.  Aldosterone  has  low  anti- 
genicity, and  antibody  induction  is  highly  unpre- 
dictable, although  once  obtained,  the  antibodies 
are  specific.  This  hormone  may  be  more  easily 
assayed  indirectly  by  the  RIA  for  plasma  renin 
activity,  as  described  previously.  Cortisol  is  fairly 
readily  measured  at  present,  using  competitive 


protein  binding.  Testosterone  and  progesterone 
each  require  conjugation  in  order  to  raise  anti- 
bodies, which  then  show  considerable  cross-re- 
activity, thus  requiring  careful  characterization 
before  they  can  be  used  for  reliable  RIA.  Testos- 
terone can  be  measured  at  present  by  competitive 
protein  binding.  Its  clinical  usefulness,  however, 
is  small,  since  it  has  no  significant  variation  in 
most  cases  of  amenorrhea,  etc. 

Calcitonin.  This  calcium-lowering  hormone,  se- 
creted by  the  thyroid  C cells,  is  present  in  huge 
amounts  in  the  serum  of  patients  with  medullary 
carcinoma  of  the  thyroid,  thus  permitting  diag- 
nosis by  RIA.  Using  tumor  antigen,  the  RIA  is 
quite  sensitive  and  satisfactory,  but  no  other 
clinical  application  has  been  found  for  measuring 
calcitonin  in  humans.  Interestingly,  recent  micro- 
dissection studies  have  shown  that  the  ultimo- 
branchial  body  present  in  reptiles,  and  homolo- 
gous to  thyroid  C cells  of  higher  vertebrates,  de- 
rives from  neural  crest  tissue,  as  do  argentaffin 
cells  of  carcinoid  tumors,  chromaffin  cells  of 
pheochromocytomas,  and  neurofibromas,  thus 
giving  embryogenetic  unity  to  the  Sipple  syn- 
drome. 

Carcinoembryonic  antigen.  This  antigen  has 
been  detected  in  extracts  of  colon  carcinoma  and 
of  fetal  colon.  It  is  present  in  the  serum  of  about 
80  per  cent  of  patients  with  well-established  or 
metastatic  adenocarcinoma  of  the  colon,  30  per 
cent  of  those  with  carcinoma  of  the  stomach,  and 
100  per  cent  of  those  with  carcinoma  of  the 
pancreas,  although  its  presence  in  the  serum  of 
patients  with  any  of  these  malignancies  in  the 
incipient  or  early  stages  is  uncertain.  CEA  is 
produced  by  extraction  from  tumor  tissue,  but  in 
order  for  the  antibodies  to  be  specific,  the  anti- 
gen must  be  absorbed  against  normal  human 
colon,  which  may  be  difficult  to  do  on  a large  or 
commercial  scale.  However,  unless  this  is  done, 
the  antigen  and  antibodies  are  quite  non-specific, 
which  may  account  in  part  for  their  reported 
presence  in  a wide  variety  of  malignant  and  non- 
malignant  diseases,  including  carcinoma  of  the 
breast,  chronic  lung  disease,  and  uremia.  Thus, 
any  commercially  available  RIA  for  CEA  must 
indicate  the  specificity  of  the  antigen  and  the  anti- 
body for  the  results  to  be  interpretable. 

Transplantation  antigens.  Antigens  of  the  HL-A 
series  have  been  individually  used  to  raise  specific 
antibodies,  with  development  of  a satisfactory  RIA 
for  each  antigen,  and  thus  permitting  accurate, 
rapid  determination  of  the  HL-A  profile  of  po- 
tential organ  donors  and  recipients.  The  rapidity 
of  this  method  of  profiling  will  expedite  the  use 
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of  cadaver  organs  obtained  following  trauma, 
since  these  deteriorate  rapidly  after  death. 

In  summary,  it  is  evident  that  enthusiasm  for 
the  potential  of  radioimmunoassay  must  be  re- 
strained in  most  instances  until  adequate,  con- 
trolled clinical  experience  has  been  gained;  that 
samples  must  generally  be  obtained  under  exact- 
ing conditions  for  the  results  to  be  meaningful; 
and  that  technical  limitations  impose  restrictions 
on  the  application  of  many  tests  at  the  present 
time.  However,  with  these  problems  solved,  radio- 
immunoassay has  great  potential  in  the  diagnosis 
and  management  of  disease. 
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LIFE  AT  THE  TOP 

The  mother  whale  was  instructing  her  baby  in  the  hardships  of 
life.  “And  remember,”  she  said,  “it’s  only  when  you  get  to  the  top 
and  start  blowing  off  steam  that  you  get  harpoons  thrown  at  you.” 


EASY  TO  FORGET 

Shivering  wife  in  rowboat  to  duck-hunting  husband:  “Tell  me 
how  much  fun  we’re  having.  I keep  forgetting.” 
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Twenty  Years  of  Progress  in 
Public  Health  in  Mississippi 

RONALD  B.  PRUET,  Ph.D. 
University,  Mississippi 


Dr.  B.  S.  Guyton,  president  of  the  Mississippi 
State  Medical  Association  during  the  1950-51 
term,  stressed  in  his  presidential  address  that  Mis- 
sissippi “is  not  at  the  bottom  of  the  list  nor  even 
in  the  middle  or  lower  third  among  the  states  in 
dealing  with  the  health  of  her  citizens.”* 1  As  a sign 
of  current  dispute  to  Dr.  Guyton’s  evaluation  for 
the  1950’s,  public  health  controversies  in  Missis- 
sippi during  the  1970's  have  become  so  heated 
that  charges  of  “genocidal  neglect”  have  been 
hurled  at  state  authorities.  Dr.  Thomas  Gualtieri, 
director  of  the  Delta  Community  Hospital  and 
Health  Center  in  Mound  Bayou,  recently  said  that 
“unless  (more)  public  medical  care  is  made  avail- 
able to  the  poor  people  in  the  Delta,  they  will 
die.”2 

The  incompatible  positions  of  Guyton  and 
Gualtieri  regarding  public  health  care  in  Missis- 
sippi deserve  evaluation.  The  purpose  of  this  study 
is  to  examine  carefully  and  then  to  compare  public 
health  care  expenditures  in  Mississippi  in  fiscal 
1952  to  similar  expenditures  in  fiscal  1972. 

The  availability  and,  to  some  degree,  the  qual- 
ity of  public  health  care  in  two  different  time 
periods  can  be  evaluated  according  to  the  relative 
amounts  of  spending  for  public  health  in  each 
period.  “Public  health  care  expenditures”  are  de- 
fined in  this  paper  as  the  monies  spent  for  all  pre- 
ventive and  therapeutic  programs  provided  or 
available  to  citizens  of  a state  by  local,  state,  and 
federal  governments.  Health  services  supported  by 
the  civic  clubs  and  associations  are  varied  and 
substantial,  but  such  private  expenditures  for  pub- 
lic health  are  excluded.  Furthermore,  expenditures 
for  Veterans  Administration  programs  are  not  in- 
cluded. 


From  the  Department  of  Economics  and  Finance.  Uni- 
versity of  Mississippi,  University,  Miss. 


Public  health  care  expenditures  are  divided  in- 
to three  major  subdivisions;  namely,  Public  Health 
and  Hospital  Services,  Mental  Health  and  Men- 


Heated  public  health  controversies  have 
arisen  in  the  1970’s.  A revealing  insight  con- 
cerning progress  in  Mississippi’s  public 
health  care  is  offered  in  this  paper  by  com- 
paring public  health  expenditures  in  fiscal 
1952  to  similar  spending  in  1972. 

Composite  comparative  figures  are  cited 
for  state,  federal,  and  other  spending  for 
three  classifications  of  public  health  care  in 
Mississippi  in  1952  and  1972.  Based  on 
these  studies,  the  author  suggests  first,  that 
major  advances  in  public  health  have  oc- 
curred, second,  that  publicized  charges  of 
genocidal  neglect  are  grossly  exaggerated, 
and  third,  attention  should  be  given  to  co- 
ordination and  regulation  of  federal,  state 
and  local  programs  dealing  with  public  health 
care. 


tal  Rehabilitation,  and  Vocational  Rehabilitation 
and  Miscellaneous  Programs  for  the  Handicapped. 
Expenditures  for  each  subdivision  in  fiscal  1952 
are  shown  in  Table  I. 

In  fiscal  1952  the  Public  Health  and  Hospital 
Services  subdivision  included  the  following  major 
programs: 

( 1 ) State  Board  of  Health,  whose  major 
mission  was  to  offer  preventive  medicine  through 
health  departments  in  80  of  the  82  counties  in 

the  state,  as  well  as  eight  special  services  such 
as  school  health  and  nutrition,  venereal  disease 
control,  etc.; 
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(2)  State  Hospital  Commission,  whose  pur- 
pose was  to  provide  payment  for  hospital  care 
for  the  indigent  sick  in  73  community  hospitals 
over  the  state; 

(3)  Charity  general  hospitals  located  in 
Vicksburg,  Natchez,  Jackson,  Laurel,  and 
Meridian,  which  were  open  to  all  indigent  pa- 
tients; and 

(4)  State  sanatorium,  which  provided  hos- 
pital care  and  treatment  for  patients  with  tuber- 
culosis and  other  chest  diseases. 

Mental  health  expenses  in  1952  involved  sup- 
port of  the  Mississippi  State  Hospital  at  Whitfield, 
the  East  Mississippi  State  Hospital  at  Meridian, 
and  the  Ellisville  State  School  at  Ellisville. 

The  third  major  subdivision,  Vocation  Re- 
habilitation and  Miscellaneous  Programs  for  the 
Handicapped,  included  such  programs  as  services 
and  training  for  the  disabled,  the  blind,  the  deaf, 
spastics,  and  crippled  children. 

FISCAL  YEAR  1972 

By  fiscal  1972,  however,  the  addition  of  revo- 
lutionary medical  programs  as  well  as  growth  in 
expenditures  quickly  became  apparent.  Public 
health  spending  in  1972  in  Mississippi  is  shown  in 
Table  IT. 

In  fiscal  1972  all  of  the  programs  operational 
in  1952  not  only  continued  to  function  but  also 
were  often  expanded  to  expenditures  in  multiples 
of  the  1952  spending  levels.  Significant  develop- 
ments in  (1)  the  level  of  federal  spending,  (2) 
Medicaid,  (3)  the  expansion  of  programs  super- 
vised by  the  State  Board  of  Health,  and  (4)  the 
number  of  agencies  authorized  by  federal  legisla- 
tion in  the  1960’s  require  brief  examination  be- 
fore statistical  comparisons  between  fiscal  1952 


and  fiscal  1972  public  health  care  expenditures 
can  be  drawn. 

The  number  and  size  of  federally  funded  public 
health  programs  in  1952  was  small  relative  to 
those  of  1972.  Furthermore,  acceptance  of  federal 
support  vis  a vis  state  or  private  support  in  1952 
may  have  been  dampened  by  the  traditional  in- 
dependence of  Mississippi  citizens.  Based  upon 
close  studies  of  budget  fund  discussion  data  and 
supported  by  reports  from  a State  Board  of  Health 
official,  I estimate  that  the  total  federal  expendi- 
tures in  Mississippi  in  1952  for  all  public  health 
care  programs  were  only  $1,720, 000. 3 Tabula- 
tions for  1972  set  a dollar  level  for  accepted  fed- 
eral support  in  1972  at  $83,739,660.  Federal  ex- 
penditures in  Mississippi  in  fiscal  1972  were  thus 
at  a level  at  least  48.7  times  the  estimated  federal 
support  of  1952. 

A rapid  spurt  in  the  growth  in  federal  spending 
in  Mississippi  began  in  Jan.  1,  1970,  with  the 
state’s  participation  in  Medicaid,  a federal  pro- 
gram of  medical  assistance  for  the  needy.  Dr. 
Joseph  B.  Rogers,  who  was  president  of  the  Mis- 
sissippi State  Medical  Association  for  the  1968-69 
term,  said  of  this  revolutionary  act,  “With  benefits 
available  through  Medicaid,  a patient  has  free 
choice  of  physician  and  hospital,  regardless  of 
location.”4  On  June  30,  1971,  217,555  persons  in 
Mississippi,  fully  10  per  cent  of  the  stale’s  popula- 
tion, were  eligible  for  Medicaid  services.5  As  a 
matter  of  fact,  expenditures  for  Medicaid  alone  in 
fiscal  1972  totaled  $54,984,681— $44,881,676 
from  federal  funds  and  $10,103,005  from  state 
support.  At  this  point,  it  should  be  brought  out 
that  Medicare,  federal  payments  toward  medical 
expenses  of  any  participating  citizen  older  than 
65,  is  different  from  Medicaid,  medical  payments 
to  the  needy.  Federal  expenditures  for  Medicare 
are  not  included  in  the  fiscal  1972  figures  in  Table 
TIL  If  Medicare  had  been  included,  approximate- 


TABLE  I 

PUBLIC  HEALTH  CARE  EXPENDITURES  IN  MISSISSIPPI  IN  FISCAL  1952 


State 

A ppropriations 

Non-State 

Funds 

Total  Available 
Expenditures 

Public  Health  and  Hospital  Services 
Mental  Health  and  Mental  Rehabilitation 
Vocational  Rehabilitation  and  Miscellaneous  Programs  for 
the  Handicapped 

$3,228,917 

3,084,863 

684.900 

$1,665,953 

695,140 

746,370 

$ 4,494,870 
3,780,003 

1,431,270 

Total 

$6,998,680 

$3,107,463 

$10,106,143 

Source:  Data  for  fiscal  1952  are  extracted  from  the  General  Fund  Budget  Discussion  for  the  Fiscal  Biennium 
u f°r  the  Sta,e  of  MississjPP‘  by  the  State  Budget  Commission.  Fiscal  1952  appropriations  represent  one 

half  ol  the  actual  state  appropriation  for  the  1950-52  biennium.  The  “non-state”  funds  include  monies  from  fed- 
eral, county,  and  local  sources  combined. 
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TABLE  II 


PUBLIC  HEALTH  CARE 

EXPENDITURES 

IN  MISSISSIPPI 

FISCAL  1972 

Federal 

Funding 

State 

Funding 

Other 

Funding 

Total 

Funding 

Public  Health  and  Hospital  Services 

Mental  Health  and  Mental  Rehabilitation 

$62,480,793 

$21,932,137 

$ 9,130,902 

$ 93,543,832 

Vocational  Rehabilitation  and  Miscellaneous 

2,292,700 

18,544,134 

2,220,043 

23,056,877 

Programs  for  the  Handicapped 

18,966,167 

14,157,210 

940,475 

34,027,852 

Total 

$83,739,660 

$54,633,481 

$12,255,420 

$150,628,561 

Source:  Data  for  fiscal  1972  are  drawn  from  the  1972  Catalog  of  Health  Programs  compiled  by  the  Mississippi 
Division  of  Comprehensive  Health  Planning,  Jackson.  The  health  role  of  this  agency  is  “to  develop,  review,  and 
coordinate  private  and  public  sector  health  planning.”  Use  of  this  source  of  data  instead  of  the  General  Fund 
Budget  discussion  of  Mississippi  is  justified  by  the  relatively  recent  proliferation  of  federally  funded  programs 
which  are  not  reported  in  the  General  Fund  Budget  Discussion.  In  1972  there  were  11  programs  supported  solely 
by  the  federal  government,  19  jointly  supported  by  federal  and  state  funds,  17  by  the  state  only,  two  by  the  state 
and  other  sources  and  one  by  federal  and  other  funds.  “Other  Funding”  in  this  table  includes  internally  generated 
monies  and  support  from  local  government. 


ly  $82,000,000  would  have  been  added  to  the 
$62,481,000  amount  of  federal  funding  for  Public 
Health  and  Hospital  Services.6 

Expenditures  by  the  State  Board  of  Health  in 
1972  reached  a level  approximately  2.5  times  the 
total  1952  spending.  General  health  services  were 
provided  in  each  of  the  82  counties  in  the  state, 
and  the  list  of  special  services  had  grown  from  8 
to  53.  In  addition,  innovative  comprehensive 
health  planning  to  supplement  the  activities  of 
local  health  departments,  namely,  the  federally- 
supported  Delta  Pilot  Project,  was  examined. 

Finally,  authority  for  additional  federal  public 
health  care  expanded  greatly  during  the  1952- 
1972  period.  In  addition  to  Medicaid,  of  major 
importance  were  certain  directly-funded  federal 
O.  E.  O.  (Office  of  Economic  Opportunity)  agen- 
cies. Included  in  this  classification  were  the  Tri- 
County  Community  Center,  the  Delta  Community 
Hospital  and  Health  Center  (initially  known  as 
the  Tufts-Delta  Health  Project  and  the  Mound 
Bayou  Community  Hospital),  and  also  the  group 
known  as  Community  Action  Agencies  (Emer- 
gency Food  and  Medical,  Family  Planning  Pro- 
grams, Head  Start  Programs,  Migrant  Workers 
Programs,  Neighborhood  Youth  Corps  Programs, 
and  Seasonally  Farm  Workers  Programs).  Sep- 
arately also,  the  Public  Health  Service  Act,  Sec- 
tion 314,  made  provision  for  various  Mississippi 
health  planning  councils,  the  Medgar  Evers  Com- 
prehensive Health  Center  and  the  Jackson-Hinds 
Comprehensive  Health  Center.  Public  health  care 
in  1972  also  included  the  County  Health  Improve- 
ment Program,  which  was  reported  in  the  Univer- 
sity of  Mississippi  School  of  Medicine-sponsored 
projects. 


Spending  for  Mental  Health  and  Mental  Re- 
habilitation in  1972  was  6.1  times  the  1952  level 
of  expenditures.  Federally  funded  community 
mental  health  centers  were  in  operation  in  the 
Tupelo  and  Oxford  regions  of  the  state;  while  14 
additional  such  centers  for  Mississippi  were  in 
various  stages  of  planning.  Successful  operation  of 
these  centers  would  substantially  improve  the  out- 
patient treatment  of  the  mentally  disturbed  and 
emotionally  ill.7  Furthermore,  construction  began 
in  1972  on  the  North  Mississippi  Retardation 
Center  in  Oxford,  a new  facility  for  diagnosing, 
treating,  and  rehabilitation  of  the  mentally  retard- 
ed. 

Finally,  new  programs  have  been  added  to 
Vocational  Rehabilitation  and  Miscellaneous  Pro- 
grams for  the  Handicapped.  The  Mississippi  Di- 
vision of  Appalachian  Development  has  a major 
health  role  of  augmenting  the  health  resources  of 
the  20  counties  of  Mississippi  eligible  for  Appala- 
chian funding.  The  Mississippi  Council  on  Aging 
was  authorized  to  provide  supplementary  physical 
and  mental  health  services  to  the  elderly  as  well  as 
offering  well  balanced  meals  delivered  to  homes 
of  elderly  homebound  persons  found  in  need  of 
the  service. 

COMPARISONS 

Meaningful  comparisons  between  public  health 
care  expenditures  in  1952  and  those  in  1972  can 
be  made  upon  careful  examination  of  Table  III. 
Population  in  Mississippi  during  the  1952-72  time 
span  was  essentially  constant;  hence  increases  in 
the  total  amount  spent  on  public  health  are  re- 
flected in  parallel  increases  in  per  capita  expendi- 
tures.8 Total  state  expenditures  for  public  health 
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care  increased  690.1  per  cent  during  the  specified 
time  span.  This  increase  was  partially  caused  by 
the  ballooning  cost  of  health  services,9  but  it  also 
reflects  an  increasing  recognition  of  social  health 
needs  by  leaders  of  state  government. 

The  probability  of  greater  awareness  of  social 
need  by  state  leaders  today  than  was  shown  20 
years  ago  is  suported  by  at  least  three  factors.  First, 
a large  percentage  of  federal  health  care  spending 
requires  a specified  participation  by  state  govern- 
ment. Medicaid,  the  largest  and  most  revolution- 
ary program,  is  a prime  example.  In  this  case 
then,  greater  social  concern  by  state  leaders  may 
be  at  least  partially  forced  in  order  to  gain  the 
benefits  of  federal  spending.  Second,  the  multi- 
plied growth  of  the  State  Board  of  Health  in  both 
special  and  basic  programs  of  preventive  medicine 
constitutes  sound  evidence  of  greater  awareness  of 
public  health  needs.  Finally,  the  percentage  of 
total  state  receipts  spent  for  public  health  care 
moved  up  from  10.4  per  cent  of  state  income  in 
1952  to  14.5  per  cent  in  1972.  This  change  re- 
flects a larger  percentage  of  a greater  amount  of 
state  money  being  spent  on  public  health  care  in 
1972  as  compared  to  1952. 

Public  health  expenditures  in  Mississippi  in 
1952  amounted  to  $4.63  per  state  citizen;  where- 
as the  national  per  capita  expenditure  for  public 
health  and  medical  programs  in  a proximate 
period  averaged  $13.55.  Additional  data  for  1952 
would  be  required  to  compare  Mississippi's  public 
health  spending  to  that  of  other  states.  Statistical 


studies  indicate  that,  nationally,  federal  support 
in  1950  amounted  to  about  30  per  cent  of  public 
health  and  medical  programs  spending.10  In  Mis- 
sissippi, however,  federal  support  accounted  for 
only  an  estimated  17  per  cent  of  the  total  amount. 
The  paucity  of  federal  support  during  this  period 
was  probably  more  than  offset  by  free  service  sup- 
plied by  private  practitioners  rather  than  in  an 
equivalent  decline  in  the  availability  of  public 
health  care.11 

By  1972,  however,  after  the  institution  of 
Medicaid  and  other  federal  public  health  pro- 
grams, comparative  positions  in  public  health  ex- 
penditures between  Mississippi  and  the  rest  of  the 
nation  changed  radically.  Total  public  health 
spending  increased  from  $10,022,406  in  1952  to 
$150,628,561  in  1972 — a 15-fold  increase.  Even 
after  adjusting  for  inflated  medical  costs  over  the 
20  year  span,  public  health  expenditures  in  1972 
were  at  a level  6.6  times  comparable  spending  in 
1952.  As  shown  in  Table  III,  the  national  average 
per  capita  expenditures  in  a proximate  period  for 
public  health  and  medical  moved  up  to  $51.30; 
while  for  Mississippi  similar  spending  soared  to 
$67.67  in  1972 — a figure  well  above  the  national 
average. 

CONCLUSIONS 

Available  data  concerning  public  health  care 
expenditures  in  Mississippi  in  fiscal  1952  and 
1972  have  been  examined.  Comparisons  of  spend- 
ing in  the  two  periods  led  to  the  observations  cited 
in  the  preceding  section.  The  three  following  con- 
clusions seem  justified: 

( 1 ) Using  total  spending  for  public  health 


TABLE  III 


COMPARISON  OF  1952  AND  1972  PUBLIC  HEALTH  CARE 
EXPENDITURES  IN  MISSISSIPPI 


Selected 

Fiscal 

Fiscal 

Per  Cent 

Comparison  Points 

1952 

1972 

Increase 

1. 

Population 

2,163,000 

2.226,000 

2.9 

2. 

Total  State  Expenditures  for  Public  Health  Care 

$ 6,914.943 

$ 54.633,481 

690.1 

3. 

Percentage  of  State  Receipts  Spent  for  Public  Health 

10.4 

14.5 

40.8 

4. 

Total  Public  Health  Expenditures  (Federal,  State, 

$10,022,406 

$150,628,561 

1403.0 

Local,  other) 

(15.03  fold) 

5. 

Per  Capita  Expenditures  in  Mississippi  (all  sources) 

$4.68 

$67.67 

1346.0 

6. 

Per  Capita  Expenditures  for  Public  Health  and  Med- 

(14.46  fold) 

ical  Programs  in  the  United  States 

$13.55 

$51.30 

278.6 

Sources:  Item  1— Statistics  on  the  Developing  South,  May,  1972,  Federal  Reserve  Bank  of  Atlanta,  p.  1;  Items 
“■  an</  Gt®re5alj  FuI1t  Budget  Discussion,  1952-54,  state  of  Mississippi;  Items  4 and  5 — Compilation  of  pre- 
viously  identified  data;  Item  6— Socioeconomic  Issues  of  Health,  1972  Edition,  Center  for  Health  Services  Research 
and  Development  American  Medical  Association,  pp.  1 and  134.  The  comparison  dates  are  1950  and  1971  for  item 
6.  since  fiscal  195_  and  fiscal  1972  were  not  identified  specifically  in  this  data  source. 
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resources  in  Mississippi  as  the  major  criterion 
of  progress,  it  is  apparent  that  there  have  been 
major  advances  in  public  health  care  in  Missis- 
sippi during  the  1952-72  time  span. 

(2)  In  view  of  the  documented  increases  in 
spending  for  both  preventive  and  therapeutic 
public  health  care  in  the  last  20  years,  the 
Gualtieri  position  concerning  public  medical 
care  in  Mississippi,  which  implied  “genocidal 
neglect,”  appears  to  be  grossly  exaggerated  and 
of  doubtful  validity.  In  contrast,  the  Guyton 
position,  which  claimed  high  ranking  for  Mis- 
sissippi in  public  health  care  as  compared  to 
other  states,  seems  sound  for  1972  as  well  as 
for  1952. 

(3)  Finally,  in  view  of  the  proliferation  of 
federal  programs  designed  to  improve  public 
health  care,  provision  should  be  made  to  avoid 
wasteful  duplication  of  effort.  In  addition  to 
developing  a comprehensive  health  plan  for  the 
state,  attention  should  also  be  given  to  co- 
ordination and  regulation  of  federal,  state  and 
local  programs  dealing  with  public  health  care. 

★★★ 

School  of  Business  Administration  (38677) 
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128.1  per  cent. 

10.  In  1950  federal  expenditures  for  public  health  and 
medical  programs  amounted  to  29.3  per  cent  of  the 
total.  Socioeconomic  Issues  of  Health,  op.  cit.,  p. 
134. 

11.  In  his  speech,  “Medical  Care  Coverage  in  Mississip- 
pi,” Dr.  Guyton  said  that  “physicians  and  surgeons 
give  their  services  free  of  charge  to  indigent  patients 
admitted  to  community  hospitals  under  the  Missis- 
sippi State  Hospital  Commission  program,”  and  also 
that  “probably  10  per  cent  of  the  patients  seen  by 
private  practitioners  get  free  service  because  of  their 
inability  to  pay.”  op.  cit.  pp.  441,  442,  and  445. 


GOOD  MANNERS? 

Susie’s  mother  was  pleased  that  the  first  grade  was  working  on 
courtesy  and  good  manners.  She  looked  forward  to  her  little  girl's 
summary  of  what  they'd  learned  every  day.  On  Wednesday,  Susie 
came  home  and  announced  proudly,  “When  you’re  seduced,  you 
always  shake  hands!” 
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“Going  to  Russia?” 


J.  T.  DAVIS,  M.D. 
Corinth,  Mississippi 


The  first  stage  of  our  journey  started  in  Mem- 
phis, Tennessee,  on  September  28  when  we  board- 
ed a DC  9 jet  for  New  York  City.  There  we  took 
off  from  the  John  F.  Kennedy  International  Air- 
port in  a 707  Pan  American  Jet  with  130  pas- 
sengers aboard  and  set  sail  across  the  Atlantic 
at  650  miles  per  hour,  with  an  altitude  of  35,000 
feet,  in  the  direction  of  Moscow,  Russia.  It  was 
9:30  p.m.  New  York  time  when  we  took  off  and 
headed  toward  Boston,  Massachusetts.  As  we 
passed  over  Newfoundland  at  1 1 o’clock  that 
night  we  were  served  a delicious  dinner  on  board 
followed  by  the  showing  of  three  movies  for  those 
who  could  stay  awake  that  long.  As  we  crossed  the 
edge  of  the  Arctic  Circle  we  could  see  the  beauti- 
ful multicolored  northern  lights,  a real  sight  to  be- 
hold. At  daybreak  just  beyond  the  mid-Atlantic, 
2:00  a.m.  New  York  time,  we  were  served  a 
hearty  breakfast.  There  was  some  sleep  in  the 
form  of  catnaps  for  a few,  but  sleep  for  most  of 
us  was  impossible  because  of  the  constant  activity 
and  excitement.  (I  was  afraid  1 might  miss  some- 
thing.) As  we  approached  the  northern  shores  of 
Scotland  at  approximately  5 a.m.  New  York  time 
we  were  served  a very  luscious  mid-day  meal.  This 
made  three  meals  in  six  hours,  and  by  this  time, 
Mary  and  I felt  like  two  stuffed  crabs  crowded 
into  airplane  seats  like  a couple  of  sardines, 
bleary-eyed  from  loss  of  sleep  and  with  cold  feet, 
but  our  spirits  were  high. 

As  we  sped  across  the  European  continent  in 
the  direction  of  Moscow,  we  had  a few  glimpses 
through  the  clouds  and  overcast  sky  of  Denmark 
and  the  city  of  Copenhagen.  At  7:45  a.m.  New 
York  time  we  landed  at  the  International  Airport 
in  Moscow,  where  it  was  3:45  p.m.  Russian  time. 
It  was  cold  and  snowing.  We  bundled  ourselves  up 
well  for  the  cold  weather,  heaved  a big  sigh,  de- 
planed and  took  our  first  look  at  the  Russian  en- 
vironment. Everything  looked  bleak  and  dreary. 


Chairman.  Board  of  Trustees,  Mississippi  State  Medical 
Association. 


We  were  loaded  into  a bus  which  needed  a good 
coat  of  paint  and  the  seats  repaired,  and  were 
whizzed  off  to  the  customs  office  to  present  our 
credentials.  Here  we  found  the  military  very  cour- 
teous and  accommodating.  After  satisfying  the  of- 
ficals  as  to  how  much  money  we  were  carrying,  we 
were  advised  to  declare  all  articles  of  value  such 
as  watches,  precious  stones,  jewelry  and  gold 
coins.  Our  baggage  was  not  molested.  However, 
it  was  interesting  to  note  that  long  hair,  unshaven 
face  and  blue  jeans  are  a signal  for  a thorough 
search  of  all  baggage.  We  were  told  that  they  were 
looking  for  drugs. 

We  caught  the  bus  outside  the  airport  for  a 30 
minute  ride  to  downtown  Moscow  and  to  the 
Hotel  Rossia.  Here  we  met  our  Russian  guide  and 
interpreter  who  was  to  be  our  companion  for  the 
next  1 1 days.  She  was  a beautiful  peroxide  blond, 
intelligent,  well  educated  and  spoke  five  different 
languages.  She  boasted  of  the  fact  that  she  was 
a card-carrying  member  of  the  Communist  par- 
ty. She  barred  no  questions  and  ignored  no  re- 
quest on  the  part  of  her  guests.  As  a member 
of  the  Russian  Olympic  Tennis  Team  of  three  years 
ago  she  was  well  informed  regarding  the  events  of 
the  recent  Olympic  games  that  were  held  in  Ger- 
many. She  stated  that  the  Russian  people  respect- 
ed and  recognized  the  superiority  of  the  United 
States  Olympic  team  in  many  events,  but  they  ab- 
hored  those  of  our  team  who  were  outwardly 
defiant  and  disrespectful  to  the  country  which 
had  sent  them  there  to  participate. 

The  Hotel  Rossia  was  located  just  one  block  off 
the  Red  Square  close  to  the  Kremlin  in  the  heart 
of  Moscow.  We  were  told  that  this  hotel  was  the 
largest  in  the  world  having  6,000  rooms,  four 
large  lobbies,  north,  east,  south  and  west  and  oc- 
cupying more  than  one  city  block.  The  hotel  had 
adequate  accommodations,  clean  rooms  and  suf- 
ficent  heat,  but  was  poorly  lighted. 

After  checking  in  at  the  hotel,  a hot  bath  and 
a change  of  clothes,  we  again  met  our  Russian 
guide,  who  had  reserved  a special  table  where  we 
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were  to  eat  the  next  six  days  while  in  Moscow. 
The  food  was  adequate  and  nourishing,  but  a little 
on  the  heavy  side  and  lacked  the  niceties  that 
go  along  with  the  gourmet  art.  The  basic  items 
of  every  meal  were  potatoes,  black  bread,  and 
cabbage.  There  were  also  white  bread  and  hard 
rolls  which  were  delicious.  The  green  vegetables 
were  cucumbers  and  cabbage,  the  latter  having 
been  served  in  some  form  at  most  every  meal.  The 
meat,  mostly  veal  and  chicken,  was  well  prepared 
and  served  along  with  plenty  of  caviar.  The  water 
was  potable  and  palatable.  The  beer  was  tasty  and 
similar  to  our  ale.  On  the  second  day  of  our  visit 
we  were  served  a real  delicacy,  cabbage  soup 
known  as  “Boesch,”  which  caused  several  mem- 
bers of  our  party  to  be  indisposed  during  the  next 
24  hours.  This  item  was  immediately  deleted 
from  our  menu.  One  of  the  pleasant  surprises  of 
our  trip  was  that  the  coffee  was  good,  contrary  to 
what  we  had  been  told  in  the  states. 

The  service  in  the  dining  room  was  adequate, 
but  slow.  If  you  were  not  there  on  time  for  your 
meals,  there  was  no  service.  The  dining  room 
seated  some  500  people,  but  probably  because  of 
shortage  of  help,  each  meal  was  served  in  relays. 
Thus  if  you  were  not  present  at  your  group’s  sit- 
ting, you  ate  what  was  left  at  the  table  when  you 
came.  The  waiters  were  young  boys,  clean  shav- 
en, with  short  hair  and  wearing  light  blue  uni- 
forms, which  although  clean,  were  a little  bit 
dowdy  in  appearance.  There  was  no  apparent  in- 
centive to  excel  in  their  services  as  no  gratuities 
were  allowed.  If  and  when  there  was  some  irreg- 
ularity in  the  food  or  service,  our  little  card-car- 
rying Communist  guide  would  intervene,  and  they 
appeared  to  recognize  the  voice  of  authority. 

VITAL  STATISTICS 

Russia  is  a great  country.  It  occupies  one  sixth 
of  the  land  surface  of  the  world  and  is  three  times 
the  size  of  the  United  States.  The  population  of 
the  USSR  is  240  million  people  and  the  land  is 
filled  with  many  natural  resources  such  as  oil, 
coal,  precious  stones,  silver  and  gold,  as  well  as 
abundant  forest  products.  The  USSR  is  composed 
of  15  different  states  and  15  different  dialects  are 
spoken. 

The  legislative  body  of  the  country  is  the  Su- 
preme Soviet.  The  laws  of  the  state  are  adminis- 
tered by  the  Council  of  Ministers.  The  ruling  par- 
ty is  the  Communist  Party  which  is  the  only  po- 
litical party  in  Russia.  The  currency  is  the  ruble 
and  the  kopeck.  The  former,  since  the  time  of  the 
floating  American  dollar,  is  worth  approximately 
one  dollar  and  21  cents  of  American  money.  The 
Kopeck  is  worth  approximately  one  cent.  The 


shops,  restaurants  and  hotels  will  not  accept  the 
American  dollar  or  any  other  foreign  currency  as 
foreign  currency  is  illegal.  The  American  dollar 
can  easily  be  exchanged  at  any  Russian  state  bank 
or  a service  department  in  any  hotel.  No  Russian 
money  is  allowed  to  leave  the  country. 

The  ruling  power  in  Russia  is  the  Communist 
Party,  to  which,  we  were  told,  approximately  30 
per  cent  of  the  people  belong.  It  is  apparent  that 
the  members  of  the  Communist  Party  are  well  in- 
formed, well  educated  people,  deeply  indoctri- 
nated individuals,  and  firmly  dedicated  to  their 
cause  and  way  of  living.  Our  guide  boasted  of  the 
fact  that  she  was  not  only  a card-carrying  Com- 
munist but  that  she  was  also  an  atheist.  She  in- 
formed us  that  although  there  was  free  worship 
for  the  people,  only  about  two  per  cent  followed 
the  faith  of  Christianity.  The  statement  that  free 
worship  was  allowed  in  Russia  was  challenged  by 
one  member  of  our  party  and  he  was  immediately 
told  by  our  guide  that  any  person  in  Russia  was 
allowed  to  go  to  any  church  of  his  choice  at  any 
time  he  wished.  She  also  stated  that  the  young 
people  in  Russia  were  not  encouraged  to  attend 
church  nor  to  join  Christianity  but  instead  were 
taught  to  take  part  in  the  culture  of  the  present 
age  in  the  form  of  opera,  ballet,  and  the  theater 
as  well  as  making  every  effort  to  further  their  edu- 
cation. 

FRIENDLY  PEOPLE 

Contrary  to  the  usual  belief,  the  people  of 
Russia  were  friendly,  courteous  and  accommodat- 
ing. In  their  work  they  were  slow,  methodical  and 
patient,  but  the  results  of  their  efforts  were  re- 
warding in  the  finished  product.  Most  of  the  con- 
struction work  is  still  carried  on  by  hand  tools  in- 
stead of  mechanized  machinery.  At  the  construc- 
tion site  many  of  the  workers  were  seen  to  be  still 
using  the  old  pick  and  shovel  in  excavation  work, 
and  others  were  carrying  concrete  mix  in  small  lit- 
ters by  hand. 

Our  interpreter  told  us  that  because  of  the 
women’s  liberation  which  was  instigated  approxi- 
mately 25  years  ago  in  Russia,  now  all  women 
have  equal  rights  with  men  for  opportunity,  com- 
pensation and  work.  This  apparently  is  quite 
true  as  we  noticed  and  were  later  told  that  50 
per  cent  of  the  drivers  of  the  big  transportation 
buses  are  women.  Also  we  noted  that  there  were 
many  women  members  of  the  construction  crews, 
driving  tractors,  using  the  pick  and  shovel  for  ex- 
cavation, and  carrying  concrete.  It  might  be 
worthwhile  for  our  women  to  take  a second  look 
at  the  American  women’s  liberation  movement 
that  has  recently  materialized  in  this  country. 

The  dress  of  the  Russian  people  appeared  to 
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be  adequate  for  the  weather  and  apparently  com- 
fortable, but  showed  little  evidence  of  tidiness  and 
freshness.  It  was  rather  drab  and  often  times  un- 
clean. The  shirts  were  frequently  poorly  laundered 
and  their  suits  were  somewhat  drab  and  frequent- 
ly ill  fitting.  Their  shoes  were  made  for  hard  wear 
and  durability.  There  was  no  evidence  of  styling 
and  very  few  shoes  that  could  be  shined  were 
shown  in  the  shops.  To  the  traveler  there  appeared 
little  incentive  on  the  part  of  the  Russian  people 
to  excel  in  their  work  other  than  being  cited  for 
exceptional  effort  and  attainment  by  the  state. 
Everyone  is  paid  a salary  by  the  state  usually  com- 
mensurate with  how  much  he  returns  to  the  state 
in  productivity  or  how  valuable  his  services  are  in 
furthering  the  cause  of  the  people  or  workers. 

We  were  told  that  the  coal  miners  received  the 
highest  pay  in  Russia,  closely  followed  by  taxi  cab 
drivers  in  the  cities.  This  was  followed  in  sequence 
by  teachers,  doctors,  engineers  and  architects,  the 
teachers  receiving  a top  pay  above  any  other 
profession.  The  average  salary  of  a professional 
employee  ranged  from  $150  to  $300  per  month 
depending  upon  her  or  his  age,  how  long  he  has 
been  working,  and  his  level  of  productivity.  The 
cost  of  living  varied  in  localities,  but  the  average 
rent  of  an  apartment  with  two  bedrooms,  dining 
room,  kitchen,  bath  and  living  room  was  14 
rubles  or  approximately  16  American  dollars  per 
month.  He  usually  paid  30  to  40  rubles  for  a 
pair  of  shoes,  100  rubles  for  a suit,  and  approxi- 
mately 25  rubles  for  a hat.  The  food  was  relative- 
ly expensive  ranging  from  one  to  two  rubles  per 
meal  in  the  usual  restaurant.  A cup  of  coffee  cost 
approximately  25  kopeck  which  is  about  25  cents 
in  American  money. 

Because  all  shops  and  businesses  in  Russia  be- 
long to  the  state  and  everyone  is  paid  a salary  by 
the  state,  there  is  little  incentive  for  salesmanship 
or  to  display  merchandise  in  an  attractive  man- 
ner. To  make  a purchase  in  a large  department 
store  in  Moscow  known  as  GUM  required  ap- 
proximately 45  minutes.  Most  usually  it  was 
necessary  to  line  up  behind  some  seven  to  ten 
customers  before  reaching  the  counter  to  make 
your  purchase.  After  making  your  purchase  and 
the  saleslady  had  made  out  the  invoice  slip, 
the  invoice  was  taken  to  the  cashier  down  the  hall, 
where  one  again  had  to  line  up  in  order  to  pay  for 
the  article  that  you  had  purchased,  and  then  re- 
turn to  the  previous  department  and  line  up  again 
in  order  to  pick  up  your  package  that  you  had 
purchased  and  paid  for.  After  two  purchasing 
experiences  we  became  discouraged  and  conse- 
quently curtailed  our  shopping. 


One  unusual  sight  that  we  noted  was  the  num- 
ber of  people  walking  the  streets  in  the  city  of 
Moscow  from  early  morning  until  late  at  night, 
usually  1 1 p.m.  After  that  hour  most  of  the  streets 
were  clear.  This  may  have  been  due  to  the  short 
hours  of  work,  that  is  eight  hours  five  days  a 
week,  allowing  the  working  class  of  people  a great 
deal  of  leisure  time,  or  it  may  have  been  due  to 
inadequate  transportation.  There  are  few  auto- 
mobiles in  Russia  compared  to  our  overrun  high- 
ways in  the  United  States  and  it  was  apparent 
that  most  of  the  people  had  more  time  to  walk 
than  money  to  buy  means  of  transportation.  All 
automobiles  and  trucks  seen  on  the  streets  were 
of  Russian  make.  There  were  no  foreign  cars  in 
the  country.  Further  inquiry  regarding  this  re- 
vealed the  fact  that  all  machinery  and  commodi- 
ties as  well  as  wearing  apparel  and  the  essentials 
for  living  were  made  within  the  boundaries  of 
Russia.  It  was  explained  that  Russia  was  trying 
to  develop  her  own  economy. 

In  recent  months  Russia  has  contracted  for  the 
importation  of  heavy  machinery,  tractors,  and 
farm  equipment  so  as  to  help  mechanize  their 
farms  in  an  effort  to  increase  their  productivity. 
It  is  interesting  to  note  that  because  of  the  poor 
productivity  on  the  farms,  even  though  25  per  cent 
of  the  population  work  on  the  farms,  they  can  not 
produce  enough  to  feed  their  people.  This  might 
be  compared  with  the  fact  that  approximately 
two  to  three  per  cent  of  the  people  of  the  United 
States  live  on  the  farms  and  produce  sufficient 
food  to  not  only  feed  the  people  of  our  country, 
but  have  an  excess  of  farm  products  to  export. 
There  has  been  considerable  concern  of  recent 
date  since  Russia  bought  several  hundred  million 
bushels  of  wheat  from  this  country  in  that  the 
transportation  of  the  wheat  has  bogged  down  be- 
cause of  Russia’s  inability  to  keep  pace.  The  same 
amount  of  wheat  which  is  loaded  onto  a ship  in 
this  country  in  approximately  one  day  takes  some 
10  to  15  days  to  unload  in  Russia  because  of  the 
ill  equipped  sea  ports  and  the  lack  of  mechaniza- 
tion of  their  unloading  facilities. 

EDUCATION 

The  Russians  have  made  great  strides  in  edu- 
cating their  people.  At  the  time  of  the  Bolshevik 
Revolution  in  1918  about  75  per  cent  of  the 
population  was  illiterate.  The  first  edict  Lenin  is- 
sued after  the  revolution  was  toward  educating  the 
people.  All  education  is  free  to  everyone.  In  1930 
the  Soviet  Congress  made  it  compulsory  that  ev- 
eryone should  have  at  least  four  years  of  school- 
ing. In  1970  this  law  was  amended  to  render 
compulsory  education  through  the  tenth  year.  All 
students  who  continue  their  education  after  the 
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tenth  year  have  state  allowances  and  for  the  more 
talented  students,  grants  are  given  to  support  the 
student  in  furthering  his  college  education.  Room 
rent  at  the  university  is  three  rubles  a month 
which  is  approximately  $3.65  in  American  money. 
Meals  cost  approximately  35  to  45  cents.  There 
are  some  630,000  students  in  the  city  of  Moscow 
and  40,000  students  are  attending  the  University 
of  Moscow.  The  requirements  for  a degree  are 
similar  to  ours,  that  is  five  years  for  a degree  in 
arts,  engineering  and  geology,  and  seven  years  for 
an  M.D.  degree.  They  have  just  recently  begun 
teaching  English  in  the  first  grade,  the  language 
heretofore  having  been  taught  only  in  high  school 
and  the  university  years. 

The  Russians  boasted  of  the  fact  that  they  have 
no  drug  problems  in  their  schools,  and  although 
smoking  is  allowed,  it  is  discouraged.  To  con- 
sume the  leisure  time  of  the  students,  athletics 
are  encouraged.  The  students  have  access  to 
health  clubs,  and  most  everyone  participates  in 
gymnastics,  basketball,  football,  skiing,  hockey,  or 
swimming.  Students  showing  evidence  of  excelling 
in  athletics,  science,  art  or  engineering  are  placed 
in  a special  category  where  they  not  only  are  en- 
couraged to  continue  to  cultivate  their  talents,  but 
receive  special  dispensation  in  coaching,  equip- 
ment, privileges,  and  special  grants  in  an  attempt 
to  push  them  to  the  top.  This  probably  accounts 
for  the  excellency  in  many  fields  in  which  the  Rus- 
sians stand  out.  In  Moscow  there  is  a stadium 
which  seats  100,000  where  all  the  international 
events  are  held  in  Russia. 

ENTERTAINMENT 

Entertainment  for  the  young  as  well  as  the  old 
borders  on  the  classical  such  as  the  ballet,  the 
opera,  and  cinema.  There  are  no  night  clubs  in 
Russia  and  pornography  is  outlawed.  It  is  appar- 
ent that  drug  traffic  is  under  control  but  alcohol- 
ism is  their  greatest  problem  with  vodka  being  the 
principal  alcoholic  drink. 

During  the  meeting  of  the  24th  Congress  of 
Ministers  in  1970  a five-year  plan  was  outlined  in 
an  attempt  to  develop  their  heavy  industry,  boost 
the  economy  of  the  country  and  increase  pro- 
ductivity on  the  farms.  In  Russia  you  see  only 
those  products  which  are  made  within  the  bound- 
aries of  the  country.  No  imported  products  were 
seen  for  sale  in  the  shops.  All  wearing  apparel 
and  other  products  are  made  by  state-owned 
manufacturing  plants.  No  articles  recognizable  of 
western  civilization  are  seen  east  of  the  Russian 
border.  It  is  apparent  that  the  Russian  people  are 
not  interested  in  buying  anything  made  outside  of 
their  boundaries  but  they  will  make  every  attempt 


to  either  buy  or  otherwise  procure  technology 
from  other  countries.  This  probably  accounts  for 
the  slow  progress  in  many  fields  and  the  fact  that 
their  standards  of  living  are  approximately  25 
years  behind  ours. 

On  the  political  front  there  is  much  to  be 
learned.  A review  of  Russian  history  may  give 
one  some  understanding  of  the  thinking  of  some 
of  their  political  leaders.  Since  the  12th  century 
when  the  Tartans  invaded  and  ruled  Russia  for 
approximately  250  years,  that  country  has  been  a 
victim  of  conquest.  Alexander  the  Second  over- 
threw the  Tartans  and  restored  the  rule  to  the 
Russian  Empire.  Then  followed  Ivan  the  Terrible. 
Peter  the  Great,  Catherine  the  First  and  then  the 
Czar  Nicholas.  During  this  time  the  country  was 
invaded  by  Turkey,  Sweden,  France,  Poland,  and 
during  World  War  II,  by  Germany.  If  you  take  a 
look  at  the  map  you  will  note  that  Russia  has 
now  surrounded  herself  with  satellites  on  all  sides. 
Rumania  and  Albania  on  the  south,  Yugoslavia 
and  Czechoslovakia  on  the  southwest  and  East 
Germany  on  the  west.  These  friendly  countries 
or  satellites  serve  as  a buffer  zone  between  poten- 
tial enemies  to  the  south  and  west.  When  China 
entered  the  communist  fold  it  was  a great  victory 
for  Russia  as  it  completed  her  entire  encirclement 
by  sympathetic  communist  friends. 

Casual  remarks  by  our  guide  led  us  to  believe 
that  the  majority  of  people  in  Russia  were  sick 
and  tired  of  war  and  that  they  only  wanted  to  live 
in  peaceful  coexistence.  She  stated  that  their  past 
experiences  with  invaders  of  their  country  com- 
pelled them  to  keep  their  defense  strong  and  their 
military  in  constant  readiness.  It  was  the  con- 
sensus of  opinion  of  our  party  after  our  visit  to 
Russia  that  we  had  little  to  fear  from  the  military 
invading  our  country,  but  their  communist  activi- 
ties working  within  our  government  as  a 5th 
column  in  the  higher  places  of  influence  certainly 
are  a much  greater  and  more  dreadful  enemy. 
One  has  only  to  look  to  our  good  neighbor  in 
South  America,  Chile,  whose  democratic  govern- 
ment has  been  taken  over  by  the  communist  party 
as  the  result  of  gradual  but  continuous  erosion 
and  undermining  by  Marxism.  The  country  is  on 
the  verge  of  civil  war  now  that  many  of  her  peo- 
ple have  awakened  to  the  fact  that  because  of 
apathy  and  disinterest  on  the  political  front,  their 
liberties  are  lost  and  their  properties  confiscated. 

Moscow,  Russia,  is  the  center  of  communism 
and  the  heart  and  brain  of  the  Communist  Party. 
The  latter  continues  to  invade  other  countries  with 
its  propaganda  and  to  exploit  the  government  of 
these  countries  of  the  world  with  its  influence.  In 
September  1972,  just  two  weeks  prior  to  our  ar- 
rival in  Russia,  there  was  held  in  the  city  of  Mos- 
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cow  the  World  Wide  Congress  of  Friendship. 
There  were  representatives  of  the  communist  par- 
ty from  every  country  in  the  world  attending  this 
congress.  To  our  knowledge  the  theme  of  the 
meeting  was  to  bring  together  “friends  of  Russia" 
for  a better  understanding  and  a rededication  to 
the  common  cause  of  the  workers.  We  were  told 
that  Russia  wished  to  be  a friend  to  everybody 
and  that  she  has  no  design  or  plans  for  conquest. 
They  said  that  this  was  the  basis  of  their  thinking 
in  formalizing  the  treaty  with  the  United  States 
for  arms  limitation  and  mutual  exchange  of  tech- 
nology in  space  as  well  as  science. 

The  members  of  our  party  viewed  these  re- 
marks with  a jaundiced  eye  and  concern.  Our  dis- 
belief in  this  rationale  was  strengthened  after 
viewing  the  events  that  have  happened  to  the 
democratic  government  in  Chile  and  after  read- 
ing many  of  the  speeches  that  were  made  at  the 
24th  C.  P.  S.  U.  Congress  in  Russia  in  1970.  The 
following  is  a typical  quotation  taken  from  one  of 
the  speeches  and  I quote:  “Communist  construc- 
tion in  the  USSR  is  inseparable  from  the  World 
Revolutionary  Process,  from  the  struggle  for  peace 
and  security  of  people.  This  is  clearly  seen  from 
the  entire  international  activity  of  our  party  and 
the  foreign  policy  course  worked  out  by  the  24th 
C.  P.  S.  U.  Congress  of  1970."  Mr.  L.  T.  Brezhe- 
nev  is  general  secretary  of  the  C.  P.  S.  U.  and 
was  one  of  the  main  speakers  at  the  congress.  He 
has  also  played  a prominent  role  in  negotiating 
the  treaty  between  the  United  States  and  Russia, 
regarding  disarmament. 

MEDICAL  CARE 

Now  for  something  about  the  medical  care  of 
the  Russian  people.  We  visited  the  city  hospital  in 
Moscow  which  has  1300  beds  and  serves  some 
140,000  people.  Mr.  Kalniikov,  the  chief  surgeon 
of  this  hospital,  was  very  courteous,  gracious  and 
informative.  He  stated  that  his  staff  was  composed 
of  250  physicans,  30  of  whom  were  surgeons,  and 
1600  nurses.  For  the  care  of  the  patient  he  stated 
that  he  tried  to  assign  not  more  than  20  patients 
to  each  physician.  Each  patient  was  seen  at  least 
once  daily  by  his  physician.  In  the  hospital  there 
were  eight  operating  rooms,  nine  beds  for  recovery 
following  operative  procedures,  and  18  operating 
room  nurses.  We  were  allowed  the  liberty  of  in- 
specting the  hospital  and  interviewing  the  patients 
through  our  interpreter.  We  all  agreed  after  our 
inspection  that  medical  care  was  fairly  good  but 
certainly  not  outstanding  and  did  not  approach 
that  in  U.S.A.  The  hospital  outside  and  inside 


needed  a good  coat  of  paint.  The  floors  were  wood- 
en and  not  always  clean.  The  patients’  beds  re- 
sembled the  old  iron  bed  that  grandma  used  to 
have  in  her  upstairs  bedroom  at  home  and  showed 
evidence  of  wear  and  tear.  The  bed  linens  ap- 
peared to  be  clean  but  not  pressed  and  instead  of 
tucking  the  bed  linen  beneath  the  mattress  they 
used  it  to  bundle  the  patient,  tucking  it  in  beneath 
the  patient  on  all  sides.  The  babies  in  the  nursery 
were  incarcerated  in  a pillow  case  slipped  over 
a pillow,  the  pillow  serving  as  the  mattress.  This 
arrangement  immobilized  the  baby  and  prevented 
his  kicking  off  the  cover. 

We  were  allowed  to  enter  the  operating  room 
after  slipping  on  some  old  overshoes  over  our 
street  shoes,  putting  on  a gown  that  had  been 
hanging  on  the  wall  for  some  time  and  slipping 
on  a stocking  cap  to  cover  our  head.  The  operat- 
ing room  appeared  to  be  well  equipped  with  the 
latest  monitoring  equipment  but  it  was  noted  that 
the  female  surgeon  was  still  wearing  her  street 
clothes.  We  were  told  the  rate  of  infection  was 
between  two  and  three  per  cent.  In  the  next 
operating  room  that  we  entered  a male  surgeon 
was  performing  a cholecystectomy  under  general 
anesthesia.  Again  the  monitoring  equipment  was 
good  and  the  technique  of  the  surgeon  was  excel- 
lent. It  was  very  difficult  to  satisfactorily  inter- 
view the  patients  on  the  ward  because  of  the  lan- 
guage barrier.  However  from  all  appearances  in 
the  hospital,  the  medical  care  was  good. 

All  medical  care  in  Russia  is  free  to  everyone. 
The  doctors  and  the  nurses  work  a seven-hour 
day,  five  days  a week.  The  pay  for  a general  prac- 
titioner after  his  first  year  of  internship  is  140 
rubles  per  month  which  is  approximately  $150.00 
in  American  dollars.  His  pay  is  increased  by  lon- 
gevity of  service  and  merit  of  productivity.  The 
chief  of  surgery  told  us  that  he  made  approxi- 
mately 350  rubles  per  month  which  was  approxi- 
mately $400.00  in  American  dollars.  He  was  asked 
if  he  was  satisfied  with  his  lot  as  chief  surgeon 
and  his  pay  and  he  answered  in  the  affirmative. 
He  said,  “At  least  I can  enjoy  what  I make.  The 
doctors  in  the  United  States  work  too  long  hours. 
Even  though  they  do  get  more  pay,  they  have  less 
time  to  live  and  enjoy  it.”  It  is  their  custom  to 
send  the  physician,  after  he  has  finished  his  intern- 
ship, to  the  rural  areas  for  a period  of  three  years. 
At  the  end  of  that  time  they  have  a choice  of 
coming  back  into  the  hospital  and  specializing  in 
some  specialty  other  than  general  practice.  The 
statistics  indicate  that  approximately  50  per  cent 
of  these  physicians  who  go  into  the  rural  areas 
usually  stay  there.  The  other  50  per  cent  return 
to  the  hospital,  specialize  and  are  attached  to 
hospitals  over  the  country.  There  are  23  emer- 
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gency  hospitals  in  the  city  of  Moscow,  located  in 
districts  and  serving  approximately  25,000  each. 
Their  ambulance  service  which  is  assigned  to  each 
district  is  so  arranged  that  an  ambulance  may  be 
dispatched  to  any  point  of  accident  or  catastrophe 
within  a period  of  five  minutes.  Our  information 
was  that  there  were  674,000  medical  doctors  in 
the  USSR  which  allows  approximately  27  doctors 
to  every  10,000  people,  as  compared  with  15  doc- 
tors to  10,000  people  in  the  United  States.  In  the 
city  of  Moscow  alone,  the  budget  for  medical  care 
is  360,000,000  rubles.  The  population  of  Moscow 
is  approximately  7,000,000  people. 

LENINGRAD 

Our  flight  to  Leningrad,  the  second  largest  city 
in  Russia  and  located  approximately  800  miles 
north  of  Moscow,  was  made  aboard  the  only 
domestic  airline  in  Russia.  Here  we  found  a 
beautiful  city  built  on  the  banks  of  the  Neva  River 
and  laced  together  with  many  canals.  Leningrad 
is  frequently  referred  to  as  the  “Venice  of  Russia.” 
More  than  300  bridges  link  the  city  together  in 
one  great  mecca  for  sightseers.  It  is  a city  of 
pleasant  parks  and  squares,  fine  monuments  and 
public  buildings,  all  with  a stirring  memory  of  the 
past.  The  Winter  Palace,  Pushkin  Theater,  the 
Bronze  Horseman,  and  the  Peter  and  Paul  For- 
tress are  historic  points  of  great  interest.  Probably 
the  most  renowned  of  all  is  the  world  famous 
hermitage  museum,  containing  more  than  two 
million  objects  of  art.  Anchored  permanently  in 
the  Neva  River  facing  the  Admiralty  Building  is 
the  Russian  Cruiser  “Aurora”  from  which  the  first 
shot  was  fired  in  1918  to  signal  the  beginning  of 
the  Bolshevik  Revolution. 

During  World  War  II  Leningrad  was  surround- 
ed by  the  German  army  for  a period  of  two  years. 
During  this  time  800,000  of  the  population  died 
of  starvation  and  exposure.  Pushkin,  a small  city 
20  miles  north  of  Leningrad  and  the  sight  of  the 
summer  palace  of  the  nobility  during  past  cen- 
turies, was  devastated  by  the  Germans.  The  palace 
was  sacked  and  precious  jewels  and  valuable  ar- 
ticles were  carried  to  Berlin.  Many  of  these  were 
never  recovered.  Hostility  and  animosity  toward 
the  Germans  is  very  evident  among  the  natives. 

We  returned  from  Leningrad  to  Moscow  and 
the  only  international  airport  in  Russia.  Here  we 
climbed  aboard  a S.A.S.-707  jet  airliner  (Swedish 
Air  Service)  bound  for  Stockholm.  It  was  refresh- 
ing to  see  the  neatly  dressed  stewardesses,  the 
white,  clean  and  starched  uniforms  of  the  stew- 


ards, the  new  brightly  painted  passenger  cabin  of 
the  airliner  with  the  seats  upholstered  with  fresh 
covers.  Most  impressive  to  us  was  the  hilarity  of 
the  entire  crew  as  they  went  about  their  duties. 
This  atmosphere  had  not  prevailed  in  Russia 
during  our  visit. 

In  summary,  our  visit  to  Russia  was  a great 
success.  In  spite  of  all  the  unfavorable  propa- 
ganda fed  to  us  in  this  country  by  our  news  media 
concerning  the  people  in  Russia,  there  are  a few 
good  points  worthy  of  mentioning.  The  Russians 
are  courteous,  friendly  and  accommodating.  They 
are  a restrained  people  and  well  disciplined.  At 
the  circus  in  Moscow  approximately  50  per  cent 
of  those  attending  were  young  people.  Yet  at  no 
time  were  there  boisterous  outbursts  of  laughter 
or  chatter  nor  was  there  unusual  or  unbecoming 
behavior.  No  throwing  of  objects  during  the  per- 
formance was  noted  and  at  the  conclusion  the 
grounds  and  floor  were  conspicuously  clean  of 
debris.  If  one  dropped  a program  or  a piece  of 
paper  on  the  floor,  he  was  asked  to  pick  it  up. 

Russia  is  proud  of  her  record  of  little  crime. 
One  may  walk  the  street  any  time  day  or  night 
with  safety.  We  were  told  the  courts  believe  in 
swift  justice  and  that  capital  punishment  is  a de- 
terrent to  the  spread  and  acceleration  of  crime. 
(Maybe  we  in  this  country  have  something  to 
learn.) 

Russia  will  bear  watching  during  the  next  few 
years  as  many  changes  are  going  on  within  that 
country.  For  the  first  time  since  the  Bolshevik 
Revolution  in  1918  the  Iron  Curtain  has  been 
lifted  to  western  civilization.  Tourism  will  soon 
be  one  of  their  great  industries  as  they  open  the 
gates  to  visitors.  Trade  from  the  other  parts  of 
the  world  will  greatly  assist  in  advancing  the 
standards  of  living  and  help  increase  productivity 
by  mechanizing  industry  and  farming.  Technology 
is  all  Russia  lacks  being  on  par  with  any  other 
great  power  of  the  world.  They  have  the  labor 
and  the  natural  resources.  When  they  open  the 
doors  to  world  trade  and  the  exchange  of  ideas 
and  technology,  all  they  need  then  is  time. 

Going  to  Russia?  Then  keep  your  passport  and 
visa  secure  and  close  to  your  heart,  for  it  is  your 
only  assurance  of  passage  to  the  dear  “old 
U.S.A.”  and  home! 

Do  I recommend  the  trip?  Yes!  It  was  not  a 
vacation  but  an  unusual  education  and  the  answer 
to  my  great  curiosity  regarding  many  things  be- 
hind the  Iron  Curtain.  ★★★ 

815  Childs  Street  (388341 
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Gonadal  Dysgenesis 


JOHN  Y.  GIBSON,  M.D. 
Jackson.  Mississippi 


In  1938,  when  Henry  Turner  reported  seven 
cases  of  the  syndrome  of  infantilism,  congenital 
webbed  neck  and  cubitus  valgus,1  he  was  not 
aware  of  most  of  the  radiographic  features  of 
gonadal  dysgenesis.  Furthermore,  he  did  not  know 
the  etiology  nor  the  cardiovascular  and  urinary 
tract  anomalies  associated  with  this  syndrome. 

Patients  with  gonadal  dysgenesis  have  normal 
female  differentiation  of  external  genitalia,  uterus 
and  fallopian  tubes  but  these  remain  infantile  in 
size.2  The  gonads  are  virtually  absent,  being  rep- 
resented only  by  narrow,  whitish  streaks  in  the 
broad  ligaments.  The  secondary  sex  characteristics 
other  than  pubic  hair  fail  to  develop.  The  patient 
is  usually  moderately  stunted  in  growth  and  often 
has  a webbed  neck  with  low  hairline.  The  man- 
dible and  chin  are  frequently  underdeveloped  and 
the  person  may  have  low  set  ears.  There  may  be 
lymphedema  of  the  hands  and  feet. 

Eighty  to  ninety  per  cent  of  patients  with  go- 
nadal dysgenesis  have  only  45  chromosomes  with 
an  XO  pattern  compared  to  the  normal  46  with 
either  an  XX  female  pattern  or  an  XY  male  pat- 
tern. This  results  from  non-disjunction  of  the  sex 
chromosome.3  It  is  expressed  by  the  absence  of 
the  clump  of  condensed  chromatin  seen  in  the 
periphery  of  the  nucleus  of  the  somatic  cell  of 
normal  females.  The  chromosomal  designation  is 
therefore  considered  “chromatin  negative.” 

Approximately  70  per  cent  of  patients  with 
gonadal  dysgenesis  have  associated  anomalies  of 
the  urinary  tract.4  Over  half  of  these  will  have 
either  a form  of  malrotation  of  the  kidneys  or  a 
horse-shoe  kidney  (see  Figure  1).  Urinary  tract 
anomalies  cannot  be  correlated  with  the  presence 
or  absence  of  any  of  the  common  stigmata  of  this 
syndrome. 


Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Department  of  Radiology,  University  Medical 
Center,  Jackson,  Miss. 


In  many  reported  series  a majority  of  patients 
have  associated  congenital  heart  disease.  Coarcta- 
tion of  the  aorta  is  most  common  (see  Figures  2 
and  3).  Coarctation  is  relatively  uncommon  in 
otherwise  normal  females  as  compared  to  its  oc- 
currence in  males  and  when  found  in  the  female, 
one  should  consider  coexisting  gonadal  dys- 
genesis. Ventricular  septal  defect  and  pulmonic 
stenosis  may  occur.  Hypertension  without  coarcta- 
tion is  found  in  about  one  third. 

Skeletal  anomalies  are  the  most  characteristic 
radiographically  demonstrable  features  of  the  syn- 
drome. Of  these,  the  metacarpal  sign  is  the  most 
nearly  pathognomonic  finding.3  Shortening  of  the 


Figure  1 . Horseshoe  kidney  in  patient  with  gonadal 
dysgenesis. 


50 


JOURNAL  MSM A 


Figure  2.  Abnormal  aortic  knob  in  young  patient 
with  gonadal  dysgenesis  and  coarctation.  “Shield-like 
chest ” is  a 'so  evident. 


fourth  metacarpal  relative  to  the  third  and  fifth 
occurs  in  approximately  75  per  cent  of  these  cases. 
Normally,  a line  drawn  tangential  to  the  distal 
end  of  the  heads  of  the  fifth  and  fourth  metacar- 
pals  extends  distal  to  the  third  metacarpal.  A pos- 
itive metacarpal  sign  is  present  when  the  line 
passes  through  the  head  of  the  third  metacarpal 
(see  Figure  4).  The  positive  sign  is  most  often 
bilateral  but,  if  unilateral,  the  left  side  expresses 
the  sign  most  frequently.  This  is  unrelated  to  hand 
dominance.  When  found  in  more  than  one  genera- 
tion of  the  same  family,  the  sign  is  virtually  with- 
out significance  as  far  as  gonadal  development  is 
concerned.  When  found  in  only  one  generation, 
the  sign  is  frequently  associated  with  gonadal  dys- 
genesis. 


Figure  3.  Another  patient  with  gonadal  dysgenesis 
and  coarctation.  Rib  notching  was  quite  apparent  on 
the  original  radiograph.  Note  webbed  neck  and 
thinning  of  lateral  aspect  of  clavicles. 


Skeletal  maturation  is  delayed  to  at  least  a mild 
degree  in  almost  all  patients  with  gonadal  dys- 
genesis.0 Bone  demineralization  is  common  and 
can  be  attributed  to  the  lack  of  estrogen  analogous 
to  post-menopausal  osteoporosis.  The  frequently 
present  cubitus  valgus  is  manifested  by  a carrying 
angle  at  the  elbow  of  less  than  160°. 

Kosowicz  has  reported  changes  in  the  knees  of 
12  of  18  patients  with  gonadal  dysgenesis.7  The 
medial  femoral  condyle  is  larger  than  the  lateral 
and  extends  downward  below  the  level  of  the 
lateral  condyle.  The  medial  tibial  condyle  is  also 
enlarged  and  in  some  instances  there  projects 
from  it  a beak-like  exostosis.  These  changes  are 
usually  bilateral  and  symmetrical. 


Figure  4.  Positive  metacarpal  sign. 


The  chest  cage  is  often  “shield-like,”  being 
broader  than  usual  relative  to  the  width  of  the 
pelvis  (see  Figures  2 and  3).  The  clavicles  are 
maldeveloped  in  a significant  percentage  of  pa- 
tients. The  commonest  form  of  clavicular  deform- 
ity is  thinning  or  tapering  laterally,3  but  in  some 
there  is  an  abnormal  curvature  or  lack  of  model- 
ling. Slight  abnormalities  of  contour  of  the  ribs 
have  been  reported  in  up  to  three  fourths  of  these 
patients.  There  can  be  pseudonotching  in  the  ab- 
sence of  coarctation.  Scoliosis  is  present  in  about 
one  fourth  and  the  sternum  may  be  abnormal. 

If  given  estrogen  replacement  therapy,  patients 
with  gonadal  dysgenesis  can  achieve  sexual  mat- 
uration although  sterility  will,  of  course,  remain. 

SUMMARY 

A description  is  presented  of  the  etiology,  clin- 
ical appearance  and  radiographic  features  of  go- 
nadal dysgenesis.  Radiographic  illustrations  of  as- 
sociated skeletal,  cardiovascular  and  urinary  tract 
anomalies  are  provided. 
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0 

JUST  CHECKING  IT  OUT 

A new  patron  of  the  Cincinnati  Public  Library  was  astounded 
at  the  vast  supply  of  freely  lent  material.  He  stood  in  the  record 
department,  gazing  around  and  gripping  his  card. 

“You  mean,”  he  said,  “with  this  card  I can  take  out  any  record 
I want?” 

Assured  of  this,  he  went  on,  “And  I can  take  out  any  color  film 
you  have?” 

Another  assurance  didn’t  stop  the  dazzled  patron,  who  persisted, 
“With  this  card  can  I take  out  any  librarian?” 

Here  the  young  lady  at  the  record  desk  sweetly  informed  him, 
“The  librarians,  sir,  are  for  reference  only.” 

Cincinnati  Inquirer 
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NATIONAL  AND  REGIONAL 

American  Medical  Association,  Annual  Conven- 
tion, June  24-28,  1973,  New  York  City.  Clin- 
ical Convention,  Dec.  1-5,  1973,  Anaheim, 
Calif.  Ernest  B.  Howard,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  111.  60610. 

STATE  AND  LOCAL 

Mississippi  Academy  of  Family  Physicians,  An- 
nual Meeting,  July  12-14,  1973,  Biloxi.  Mrs. 
Alyce  Palmore,  Executive  Secretary,  P.O.  Box 
12330,  Jackson  39211. 

Mississippi  State  Medical  Association,  105th  An- 
nual Session,  April  30-May  3,  1973,  Biloxi. 
Charles  L.  Mathews,  Executive  Secretary,  735 
Riverside  Drive,  Jackson  39216. 

Amite-Wilkinson  Counties  Medical  Society,  Third 
Monday,  March,  June,  September,  December. 
James  S.  Poole,  The  Field  Clinic,  Centreville 
39631,  Secretary. 

Central  Medical  Society,  First  Tuesday,  January, 
March,  May,  September,  November,  6:30 
p.m.,  Primos  Northgate  Restaurant,  Jackson. 
Max  Pharr,  B6  Medical  Arts  Building,  1151 
N.  State  St.,  Jackson  39201,  Secretary. 

Claiborne  County  Medical  Society,  1st  Tuesday 
each  month,  6:00  p.m.,  Claiborne  County  Hos- 
pital, Port  Gibson.  D.  M.  Segrest,  P.O.  Box 
147,  Port  Gibson  39150,  Secretary. 

Clarksdale  and  Six  Counties  Medical  Society, 
First  Wednesday,  May  and  November,  2:00 
p.m.,  Clarksdale.  Glenn  L.  Wegener,  1967 
Hospital  Drive,  Clarksdale  38614,  Secretary. 

Coast  Counties  Medical  Society,  First  Wednes- 
day, January,  March,  May,  September  and  No- 
vember. J.  H.  Gaddy,  4502  15th  St.,  Gulfport 
39501,  Secretary. 

Delta  Medical  Society,  Second  Wednesday,  April 
and  October.  Walter  H.  Rose,  122  E.  Baker 
St.,  Indianola  38751,  Secretary. 

DeSoto  County  Medical  Society,  Third  Thursday, 
February  and  August,  1 :00  p.m.,  Kenny’s  Res- 
taurant, Hernando.  Malcolm  D.  Baxter,  Jr., 
Baxter  Clinic,  Hernando  38632,  Secretary. 


East  Mississippi  Medical  Society,  First  Tuesday, 
February,  April,  June,  October,  and  December. 
Reginald  P.  White,  East  Mississippi  State  Hos- 
pital, Meridian  39301,  Secretary. 

Adams  County  Medical  Society,  First  Tuesday, 
February,  April,  June,  August,  October,  and 
December,  Eola  Hotel  Roof,  Natchez.  Walter 
T.  Colbert,  Jefferson  Davis  Memorial  Hospital, 
Natchez  39120,  Secretary. 

North  Central  District  Medical  Society,  Third 
Wednesday,  March,  June,  September,  and  De- 
cember. Robert  B.  Townes,  1196  Mound  St., 
Grenada  38901,  Secretary. 

Northeast  Mississippi  Medical  Society,  First 
Thursday,  March,  June,  September,  and  De- 
cember. Jack  A.  Stokes,  207  Holmes  Rd., 
Pontotoc  38863,  Secretary. 

North  Mississippi  Medical  Society,  First  Thurs- 
day, April  and  October.  Cherie  Friedman, 
1004  Jackson  Ave.,  Oxford  38655,  Secretary. 

Pearl  River  County  Medical  Society,  Second 
Monday,  March,  June,  September,  and  Decem- 
ber. J.  C.  Griffing,  Crosby  Memorial  Hospital, 
Picayune  39466,  Secretary. 

Prairie  Medical  Society,  Second  Tuesday,  March, 
June,  September,  and  December.  W.  C.  Welch, 
P.O.  Box  5448,  Mississippi  State  39762,  Sec- 
retary. 

Singing  River  Medical  Society,  Third  Monday, 
January,  March,  May,  July,  September,  and 
November.  Jeff  Hodges,  1365  Market  St.,  Pas- 
cagoula 39567,  Secretary. 

South  Central  Mississippi  Medical  Society,  Sec- 
ond Tuesday,  March,  June,  September,  and 
December.  Julian  T.  Janes,  Jr.,  304  Clark,  Mc- 
Comb  39648,  Secretary. 

South  Mississippi  Medical  Society,  Second  Thurs- 
day, March,  June,  September,  and  December. 
Larry  J.  Hammett,  2601  Mamie  St.,  Hat- 
tiesburg 39401,  Secretary. 

West  Mississippi  Medical  Society,  Second  Tues- 
day, January,  April,  July,  and  October,  6:30 
p.m.,  Magnolia  Motor  Motel,  Vicksburg.  Mar- 
tin E.  Hinman,  The  Street  Clinic,  Vicksburg 
39180,  Secretary. 
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The  President  Speaking 

“A  Plea  for  Comprehensive 
Health  Planning” 

CHARLES  R.  JENKINS,  M.D. 

Laurel,  Mississippi 


The  American  people  spend  more  on  health  care  than  any  oth- 
er nation  in  the  world.  This  is  true  both  in  absolute  terms — 75 
billion  dollars  a year — and  as  a per  cent  of  our  national  income. 
The  expenditure  of  this  vast  sum  of  money  should  insure  good 
health  services  to  every  individual.  This,  however,  is  not  always 
true  and  the  reasons  are  not  too  readily  apparent. 

One  reason  that  is  obvious  is  the  multiplicity  of  state  and  fed- 
eral programs  that  propose  to  buy  health  care  for  segments  of  the 
public.  Some  of  these  programs  are  good  and  soundly  adminis- 
tered; others  are  poorly  conceived  and  so  wasteful  as  to  attract  in- 
vestigations of  fraud.  We  can  not  do  too  much  in  influencing  fed- 
eral programs,  but  we  can  have  an  important  input  in  our  com- 
munity, regional,  and  state  programs. 

In  our  own  state  of  Mississippi  we  have  numerous  agencies 
that  participate  in  health  care  planning  and  delivery.  Frequently 
these  agencies  overlap  each  other  and  often  have  conflicts  of  in- 
terests as  each  strives  for  the  legislative  dollar. 

In  the  local  sector  many  hospitals  could  improve  their  efficiency 
with  uniform  cost  accounting,  financial  reporting,  and  cost-finding 
systems.  Hospitals  that  review  and  monitor  patient  care  have 
found  that  the  reduction  in  patient  days  is  considerable  and  reduc- 
tion in  hospital  days  is  a savings  to  the  patient  and  to  the  carrier. 

Comprehensive  health  planning  at  the  state,  regional,  and  com- 
munity level  offers  a vehicle  which  can  reduce  waste,  costly  dupli- 
cation, and  overlaps  of  time  and  manpower.  It  is  also  clearly  a 
place  where  the  individual  physician  has  the  chance  to  provide  the 
leadership  expected  of  him.  Working  with  all  elements  of  the 
health  care  team  and  responsible  segments  of  the  public,  he  can 
help  institute  programs  that  will  utilize  more  efficiently  the  various 
paramedical  services  available  to  the  community.  This  will  in  turn 
give  him  more  time  for  diagnosis  and  treatment  which  can  only  be 
done  by  the  physician. 

A very  gratifying  “side-effect”  of  this  participation  is  the  in- 
creased goodwill  that  emanates  from  the  lay  public  when  they  see 
their  physicians  concerned  and  actively  involved  in  efforts  to  im- 
prove the  health  care  of  the  community. 
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The  Emergency  Department  Physician: 

an  Emerging  Specialty 


The  advent  of  the  emergency  room  specialist 
while  perhaps  not  overdue  is  certainly  timely. 
Many  practitioners  are  poorly  qualified  to  per- 
form well  under  emergency  conditions  and  it  is 
good  that  the  day  is  passing  when  the  general 
staff  of  any  hospital  divides  the  duty  of  “on  call” 
attendance  in  the  emergency  room.  While  some 
are  well  qualified  for  this  function,  others  are  sel- 
dom exposed  to  the  general  emergency  conditions 
that  confront  this  department  of  the  hospital. 

Emergency  room  attendants  are  becoming 
more  and  more  expert  at  initiating  definitive  treat- 
ment to  the  seriously  ill  or  injured  patient  and  the 
practice  has  become  a specialty  in  itself.  Too,  the 
public  has  begun  to  expect  24  hour  service  in  the 
hospital  and  in  larger  centers  this  is  becoming 
more  and  more  the  only  available  medical  atten- 
tion during  “off  hours.”  Frequently  this  is  the  first 
contact  a patient  may  have  with  the  health  care 
system. 

While  the  image  of  the  country  doctor  is  pass- 
ing and  the  closeness  between  him  and  his  patient 
is  fading  it  may,  in  part,  well  be  because  with 
each  passing  day  medicine  is  becoming  more  of 
a science  and  less  of  an  art.  An  enlightened  pub- 
lic is  being  educated  to  expect  more  immediate 
and  expert  attention  to  the  ill  and  injured  and 
less  consolation  to  the  family. 


This  change,  however,  is  not  all  for  the  best  as 
it,  no  doubt,  is  partly  responsible  for  the  increase 
in  malpractice  suits.  Such  suits  were  virtually  un- 
heard of  in  the  days  of  the  “horse-and-buggy” 
doctor. 

We  must  accept  the  bad  with  the  good. 

W.  Moncure  Dabney,  M.D.,  Editor 
Crystal  Springs.  Miss. 


A Plan  for 
Internal  Controls 

Noting  that  “the  health  care  delivery  system  is 
on  short  notice  to  demonstrate  effective  internal 
controls  over  the  quality  and  costs  of  its  ser- 
vices . . . ,”  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  conducted  a T.A.P.  Institute 
at  Biloxi  this  month.  T.A.P.  stands  for  Trustee. 
Administrator  and  Physician.  The  institute,  one 
of  several  to  be  conducted  throughout  the  nation 
during  1973,  introduced  revised  standards  of  the 
JCAH  which  require  member  hospitals’  boards, 
administration  and  medical  staffs  to  implement 
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formal  programs  to  assure  the  quality  and  cost 
effectiveness  of  all  care  rendered  for  both  in- 
patients and  outpatients. 

The  Joint  Commission  on  Accreditation  of 
Hospitals  is  a voluntary  organization  that  surveys 
and  evaluates  hospitals  and  other  health  care  fa- 
cilities. The  JCAH  Board  of  Commissioners  is  ap- 
pointed by  the  American  College  of  Physicians, 
American  College  of  Surgeons,  the  American 
Hospital  Association  and  the  American  Medical 
Association.  Over  40  Mississippi  hospitals  have 
requested  and  received  JCAH  accreditation. 

“Medical  Care  Evaluation”  is  the  term  applied 
by  the  JCAH  to  describe  the  approach  the  hos- 
pital medical  staff  should  take  in  its  efforts  to  de- 
fine high  quality  of  care  and  to  specify  the  means 
by  which  it  can  best  be  achieved.  Such  evaluation 
involves  fact-finding  and  educational  functions. 
Fact-finding  will  deal  with  the  establishment  of 
criteria  to  measure  the  effectiveness,  timeliness 
and  appropriateness  of  medical  care  provided  in 
the  hospital.  Education  will  be  concerned  with 
improvements  in  quality  and  cost  effectiveness. 

Recent  federal  legislation  establishing  Profes- 
sional Standards  Review  Organizations  indicates 
that  such  organizations  will  test  and  attest  to  the 
adequacy  of  internal  hospital  systems  to  measure 
the  necessity,  quality  and  appropriateness  of  ser- 
vices provided  to  Medicare  and  Medicaid  bene- 
ficiaries. Implementation  of  the  revised  JCAH 
standards  by  its  member  hospitals  should  more 
than  assure  that  such  systems  are  operational. 

Charles  L.  Mathews 
Executive  Secretary,  MSMA 


Happy  Birthday  SSA? 

January  1,  1973,  marked  the  36th  birthday  of 
the  U.  S.  Social  Security  System.  On  that  date  So- 
cial Security  taxes  took  their  biggest  jump  and  no 
doubt  the  system  now  exceeds  the  wildest  projec- 
tions of  its  authors  in  both  benefits  and  taxes. 

Self-employed  persons  will  pay  a maximum  of 
$864.00  in  1973  and  this  will  rise  to  $960.00  in 
1974.  Employed  persons  will  pay  a maximum  of 
$631.80  in  1973,  with  an  increase  to  $702.00 
scheduled  for  1974.  Employers  have  to  match 
those  amounts. 

There  was  some  thought  given  during  enact- 
ment of  the  Social  Security  System  in  1937  to 
make  the  system  operate  on  the  contribution- 


compound  interest  concept  of  private  pension 
plans.  This  was  discarded,  however,  in  favor  of 
an  essentially  pay-as-you-go  system. 

Recent  congressional  amendments  to  the  Social 
Security  Act  not  only  raised  taxes  and  benefits  but 
tied  both  to  cost  of  living  increases.  Based  upon 
a 5 per  cent  annual  rise  in  wages  and  a 2.75 
per  cent  annual  rise  in  prices,  those  participating 
in  the  Social  Security  System  during  the  year  of 
its  72nd  birthday  can  contribute  some  $10,000 
in  taxes  and  receive  some  $30,000  in  benefits  as 
payees  and  payors  respectively. 

Charles  L.  Mathews 
Executive  Secretary,  MSMA 


Journal  MSMA 
Is  Now  Microfilmed 

Current  and  back  issues  of  the  Journal  MSMA 
are  now  available  in  microfilm  copies.  The  35  mm 
positive  microfilm  fits  all  standard  viewers. 

Microfilm  editions  of  journals  take  up  less  stor- 
age space  and  eliminate  binding  and  storage 
costs. 

For  further  information  and  ordering,  write  di- 
rectly to  Mrs.  Marlene  Hurst,  Serials  Section, 
Xerox  University  Microfilms,  Ann  Arbor,  Mich. 
48106. 


“•  • • and  as  soon  as  we’ve  all  finished  munching 
on  our  tranquilizers,  we’ll  read  the  treasurer’s  re- 
port.” 
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Book  Reviews 

Malnutrition:  Its  Causation  and  Control.  By 
John  R.  K.  Robson,  M.D.,  in  collaboration  with 
Frances  A.  Larkin,  Ph.D.,  M.D.,  Anita  M.  San- 
dretto,  and  Bahrain  Tadayyon,  Ph.D.  Two 

volumes  with  613  pages,  100  tables,  130  figures, 
and  37  plates.  New  York:  Gordon  and  Breach, 
1972. 

These  two  volumes  represent  a most  ambitious 
and  almost  impossible  task,  i.e.,  to  compress  the 
knowledge  of  human  nutrition  into  just  under  700 
pages,  trying  to  include  at  least  a mention  of  ev- 
ery pertinent  aspect  of  the  subject.  These  volumes 
cannot  really  be  “read,”  but  must  be  studied  with 
generous  supplementation  of  the  text  by  referring 
to  some  of  the  433  references.  These  references 
alone  are  very  helpful  in  giving  the  reader  an  up- 
to-date  compilation  of  significant  writings  in  the 
many  scientific  and  sociological  disciplines  relat- 
ing to  human  nutrition.  One  such  referred  to  a 
study  done  by  Mississippi  State  University,  pub- 
lished in  the  Home  Economics  Series  No.  1 3 
from  the  Agricultural  Experiment  Station,  a study 
which  sounds  quite  interesting  but  one  which 
could  easily  be  missed. 

1 was  hoping  that  those  volumes  would  be  of 
some  help  to  the  busy  physician  advising  his  pa- 
tients on  this  basic  but  confusing  subject.  There 
is  a much  increased  public  interest  in  nutrition, 
and  it  has  been  said  that  there  are  many  food  fad- 
dists, quacks,  and  self-styled  nutrition  experts 
ready  to  “plunge  through  the  holes”  in  the  medi- 
cal knowledge  of  nutrition.  The  physician  needs 
a concise  text,  but  these  volumes  do  not  satisfy 
this  need  and  would  be  of  little  practical  benefit. 

On  the  other  hand,  this  could  serve  as  a text 
for  a two  semester  or  three  quarter  course  in  hu- 
man nutrition  and,  as  such,  give  the  student  an 
accurate  and  comprehensive  survey  of  this  field. 

Dietitians,  public  health  workers,  home  econo- 
mists, and  educators  would  find  the  second  vol- 
ume quite  pertinent  to  present-day  concerns. 
There  are  many  good  discussions  of  various  mul- 
tidisciplinary approaches  which  have  been  tried 
in  recent  years  to  improve  the  quality  of  human 
nutrition  throughout  the  world. 

Karleen  C.  Neill,  M.D.,  Jackson,  Miss. 


Advances  in  Human  Genetics  and  Their  Im- 
pact on  Society.  Edited  by  Daniel  Bergsma,  M.D. 
118  pages  with  illustrations.  White  Plains,  New 
York,  The  National  Foundation — March  of 
Dimes,  1972. 

This  brief  monograph  is  the  outgrowth  of  a 
symposium  on  the  ethical  and  social  issues  result- 
ing from  recent  developments  in  the  field  of  hu- 
man genetics.  Individual  contributions  by  geneti- 
cists, a behavioral  scientist,  and  professors  of  law 
range  from  the  practical  usefulness  of  new  tech- 
niques such  as  chromosome  analysis  and  amnio- 
centesis to  discussions  of  the  legal  ramifications 
regarding  the  usage  of  such  data.  Most  of  the  dis- 
cussions are  rather  general,  apparently  depending 
upon  the  reader  for  previous  knowledge  of  genet- 
ics upon  which  ethical  conclusions  have  been 
reached.  Some  of  the  details  are  brought  out  in 
audience  participation  and  discussion,  and  consid- 
erably more  scientific  data  is  produced  in  a chap- 
ter on  genetics  and  problems  of  social  deviance. 

This  book  presents  the  philosophy  of  applied 
human  genetics  today.  It  asks  many  questions 
that  need  asking.  Its  major  emphasis  is  on  broad 
social  issues,  rather  than  the  detailed  application 
of  genetics  to  medicine.  Much  of  the  discussion 
revolves  around  the  rights  and  responsibilities  of 
individuals  both  for  themselves  and  for  future 
generations.  The  concluding  summary  states  that, 
“Current  knowledge  is  deeper,  the  technics  are 
more  reliable,  the  opportunities  for  both  good  and 
bad  are  greater,  but  the  basic  questions  are  un- 
changed.” 

John  F.  Jackson,  M.D.,  Jackson,  Miss. 


FUTURE  CALENDAR 


March  15-17,  1973 

Surgery  Seminar  (Tentative) 

March  28 

Renal  Seminar 
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April  2-6 

Pediatrics  Intensive  Course 


April  19 

Diabetes  Seminar 
April  13-17 

Radiology  Intensive  Course 
April  30 -May  3 

Mississippi  State  Medical  Association, 
Biloxi 


Copeland,  Edward  A.,  Jackson.  M.D.,  Misis- 
sippi  Medical  College,  Meridian,  Miss.,  1910; 
member  of  Fifty  Year  Club  of  MSMA;  Emeritus 
member  of  MSMA  and  AM  A;  member  of  Cen- 
tral Medical  Society;  died  Dec.  15,  1972,  age  90. 

James,  William  A.  D.,  Midnight.  M.D.,  Tulane 
University  School  of  Medicine,  New  Orleans,  La., 
1913;  interned  Charity  Hospital,  Vicksburg, 
Miss.,  one  year;  member  of  Fifty  Year  Club  of 
MSMA;  Emeritus  member  of  MSMA  and  AMA; 
member  of  Delta  Medical  Society;  died  Nov.  14. 
1972,  age  84. 


Creekmore,  Samuel  J.,  Ill,  New  Albany.  Born 
Amory,  Miss.,  Jan.  22,  1946;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  Miss., 
1971;  interned  Memorial  Medical  Center,  Savan- 
nah, Ga.,  one  year;  elected  by  Northeast  Missis- 
sippi Medical  Society. 

Oltremari,  Benella  H.,  Greenville.  Born  Paint 
Rock,  Tex.,  Sept.  2,  1929;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1966;  interned  University  Medical  Center,  Jack- 
son,  Miss.,  one  year;  elected  by  Delta  Medical 
Society. 

Russell,  Richard  H.,  New  Albany.  Born  Pon- 
totoc, Miss.,  May  3,  1942;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1971;  interned  Memorial  Medical  Center,  Savan- 
nah, Ga.,  one  year;  elected  by  Northeast  Missis- 
sippi Medical  Society. 

Sisson,  Charles  A.,  Jr.,  Amory.  Born  Clarks- 
dale,  Miss.,  Mar.  29,  1936;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1961;  interned  Memorial  Hospital,  Chatham  Co., 
Savannah,  Ga.,  one  year;  pediatric  residency, 
University  Medical  Center,  Jackson,  Miss.,  July 
1,  1964-June  30,  1966;  elected  by  Northeast 
Mississippi  Medical  Society. 

Trapp,  James  T.,  Tupelo.  Born  Tupelo,  Miss., 
Oct.  24,  1937;  M.D.,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  Pa.,  1964;  in- 
terned Vanderbilt  University,  Nashville,  Tenn., 
one  year;  surgery  residency,  Kennedy  V.A.  Hos- 
pital, Memphis,  Tenn.,  July  1965-Aug.  1966;  ra- 
diology residency,  University  Medical  Center, 
Jackson,  Miss.,  Aug.  1969-Aug.  1972;  elected 
by  Northeast  Mississippi  Medical  Society. 


Godfrey  Arnold  of  Jackson  attended  a NIH 
study  section  and  a Triological  Society  conference 
in  Washington,  D.  C.,  in  January. 

Richard  C.  Boronow  of  Jackson  has  been  ap- 
pointed to  a year’s  term  as  a member  of  the  clin- 
ical fellowship  committee  of  the  American  Cancer 
Society. 

Alfred  W.  Brann,  Jr.,  of  Jackson  recently  sur- 
veyed the  Massachusetts  General  Hospital  inten- 
sive care  unit  in  Boston. 

Hugh  P.  Brown  has  associated  with  Guy  T. 
Vise,  Jr.,  of  Jackson  for  the  practice  of  orthope- 
dic surgery  and  rehabilitation  at  Suite  425,  St. 
Dominic  Medical  Offices,  971  Lakeland  Drive. 

Robert  F.  Carter,  Jr.,  announces  the  formation 
of  partnership  with  Francis  J.  Selman,  Jr.,  in 
the  practice  of  general  and  pediatric  urology  with 
offices  in  the  Biloxi  and  Pascagoula  areas. 

Richard  H.  Clark,  Jr.,  of  Hattiesburg  spoke  to 
a meeting  of  Southwest  Mississippi  physicians, 
ambulance  service  owners  and  hospital  adminis- 
trators held  at  Brookhaven’s  Kings  Daughters 
Hospital.  Dr.  Clark  spoke  on  proposed  emergen- 
cy medical  service  legislation  at  the  meeting  spon- 
sored by  the  Mississippi  Trauma  Committee  of 
the  American  College  of  Surgeons,  Southwest 
Mississippi  Hospital  Council  and  Comprehensive 
Health  Planning  Program. 
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J.  F.  Eckford  of  Starkville  was  presented  the 
Golden  Deeds  Award  of  the  Starkville  Exchange 
Club  in  recognition  of  his  outstanding  contribu- 
tions to  the  area  during  his  45  years  in  the  prac- 
tice of  medicine. 

C.  Mims  Edwards  of  Jackson  announces  the 
opening  of  his  offices  at  416  St.  Dominic  Medical 
Offices,  971  Lakeland  Drive  for  the  practice  of 
psychiatry. 

Enrique  Flechas  of  Natchez  was  guest  speaker 
before  the  December  meeting  of  the  Natchez  His- 
torical Society.  Dr.  Flechas  spoke  on  “Christmas 
in  Colombia.” 

Harvey  L.  Flowers  of  West  Point  is  serving  as 
medical  advisor  of  the  current  Clay  County 
March  of  Dimes  campaign. 

Ray  Foster.  Jim  G.  Norris,  II,  Hansel  Janet 
and  G.  R.  Robinson  have  all  set  up  new  offices  in 
the  Coastal  Medical  Center,  Gateway  Executive 
Park,  Biloxi.  Drs.  Foster,  Janet  and  Robinson 
practice  internal  medicine  and  Dr.  Norris  is  in 
neurology. 

Jerry  B.  Gulledge  of  Crystal  Springs  has  been 
elected  president  of  the  Rollins  Hills  Country 
Club. 

B.  L.  Ham  mack  announces  the  opening  of  his 
office  for  the  family  practice  of  medicine  at  1381 
Stateline  Road  in  Southaven. 

Hugh  H.  Johnston  of  Vicksburg  is  serving  as 
flotilla  commander  of  Division  III,  District  8 of 
the  U.  S.  Coast  Guard  Auxiliary. 

William  C.  Kellum  of  Tupelo  is  serving  on  the 
board  of  directors  of  the  North  Mississippi  Kid- 
ney Foundation. 

Herbert  G.  Langford  of  Jackson  attended  a 
a cardiovascular  research  study  committee  meet- 
ing in  New  York  City. 

Andin  C.  McLeod  has  associated  with  the  Hat- 
tiesburg Clinic  Professional  Association  for  the 
practice  of  orthopedic  surgery. 

Gary  A.  Nelson  has  associated  with  W.  J.  Pat- 
terson for  the  family  practice  of  medicine  at  the 
Clinton  Family  Clinic,  650  Hwy.  80  East  in  Clin- 
ton. 

J.  Elmer  Nix  of  Jackson  has  been  elected  chair- 
man of  the  Medical  and  Scientific  Committee  of 


the  Mississippi  chapter  of  the  Arthritis  Founda- 
tion. 

J.  E.  Ruff  announces  the  opening  of  his  office 
for  the  practice  of  psychiatry  at  St.  Dominic- 
Jackson  Medical  Offices.  Dr.  Ruff  is  located  in 
Suite  608  at  97 1 Lakeland  Drive  in  Jackson. 

Jerry  R.  Russell  has  been  named  head  of  the 
department  of  radiology  and  nuclear  medicine  at 
the  Vicksburg  Hospital.  Dr.  Russell  succeeds 
Fred  Hamernik  who  has  retired  after  25  years 
at  the  post. 

Richard  E.  Schuster  of  Brandon  has  been 
named  a member  of  the  board  of  trustees  of 
Rankin  General  Hospital  by  the  county  board  of 
supervisors. 

Billy  Shows  announces  the  opening  of  his  office 
for  the  general  practice  of  medicine  in  the  former 
Wakham-Simmons  Clinic  Building  in  Newton. 

Billy  M.  Wansley  announces  the  removal  of 
his  office  for  the  practice  of  internal  medicine  to 
1210  West  Division  Street  in  Biloxi. 

Edwin  B.  Werkheiser  is  now  employed  fulltime 
on  the  medical  staff  of  Mississippi  State  Hospital 
at  Whitfield. 

La.,  Miss.  Internists  Hold 
Scientific  Meeting 

Plans  have  been  completed  for  the  1973  Loui- 
siana-Mississippi  Regional  Meeting  of  the  Amer- 
ican College  of  Physicians.  The  two-day  session 
for  internists  and  physicians  in  related  specialties 
will  be  held  Feb.  23-24,  1973,  at  the  Royal 
Sonesta  Hotel  in  New  Orleans. 

The  20,000-member  American  College  of  Phy- 
sicians (ACP)  is  an  international  medical  society 
with  the  prime  function  of  providing  continuing 
education  to  practicing  physicians. 

The  Louisiana-Mississippi  Regional  Meeting  is 
one  of  40  scientific  meetings  being  sponsored  by 
the  ACP  during  the  1972-73  academic  year.  Held 
throughout  the  United  States  and  Canada,  these 
scientific  sessions  help  physicians  keep  informed 
about  new  knowledge  and  developments  in  the 
basic  and  clinical  sciences. 

The  Louisiana-Mississippi  meeting  is  being 
planned  under  the  joint  direction  of  Dr.  A.  Shel- 
don Mann,  New  Orleans,  ACP  Governor  for  Loui- 
siana, and  Dr.  Guy  D.  Campbell,  Jackson,  ACP 
Governor  for  Mississippi. 
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What  it  means  # 
to  live  and  wont  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 


An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


■■ 


Solar,  actinic,  senile  keratoses 

Tailed  by  many  names,  the  typical  lesion  is  flat 
)r  slightly  elevated,  brownish  or  reddish  in 
:olor,  papular,  dry,  adherent,  rough,  sharply 

Iefined;  usually  multiple  lesions,  chiefly  on 
xposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
;everal  days  of  therapy;  height  of  reaction 
only  in  affected  areas)*  usually  occurs  within 
wo  weeks,  declining  after  discontinuation  of 
herapy.  Since  this  response  is  so  predictable, 
esions  that  do  not  respond  should  be  biopsied 
o rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Eosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
)le  facial  lesions.  Efudex  should  be  applied 
vith  care  near  the  eyes,  nose  and  mouth. 

>%  cream -a  Roche  exclusive 

3nly  Roche  formulates  the  5%  cream . . . 
ligh  in  patient  acceptability . . . high  in  clinical 
:fficacy,  especially  for  lesions  of  hands  and 
orearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex' 

(fluorouracil) 

cream/solution 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


Sirs:  You  will  recall  that  the  Food  and  Drug  Ad- 
ministration’s Bureau  of  Radiological  Health  has 
responsibility  for  developing  and  administering  a 
radiation  control  for  health  and  safety  program  as 
authorized  by  Public  Law  90-602.  Under  that 
program,  a radiation  safety  performance  standard 
for  diagnostic  x-ray  equipment  was  published  on 
Aug.  15,  1972,  to  become  effective  one  year 
later. 

The  bureau  recently  learned  that  some  dealers 
have  been  advising  physicians  and  other  users 
that  all  existing  x-ray  equipment  will  have  to  be 
upgraded  to  meet  requirements  of  the  standard  by 
the  effective  date  of  Aug.  15,  1973.  You  may  be 
able  to  perform  a service  for  your  readers  by  in- 
forming them  that  such  advice  is  contrary  to  fact. 

Upgrading  of  x-ray  equipment  now  being  used 
is  not  now  required  by  the  standard.  State  and 
territorial  radiation  control  authorities  have  been 
asked  by  the  Bureau  to  so  inform  equipment  users 
and  dealers. 

Our  communication  to  the  states  and  territories 
made  one  other  point.  This  was  that,  although 
equipment  now  in  use  will  not  have  to  be  modified 
before  the  standard  becomes  effective,  owners  in- 
stalling manufacturer-certified  components  in  such 
x-ray  systems  after  next  Aug.  15  must  install 
components  of  the  type  called  for  by  the  federal 
standard. 

Additional  information  about  the  standard  may 
be  obtained  from  the  Division  of  Electronic  Prod- 
ucts, Bureau  of  Radiological  Health,  Food  and 
Drug  Administration,  12720  Twinbrook  Parkway, 
Rockville,  Md.  20852. 

John  C.  Villforth,  Director 
Bureau  of  Radiological  Health 


Applications  for  NHL! 

Clinical  Centers  Invited 

The  National  Heart  and  Lung  Institute’s  Clin- 
ical Applications  and  Prevention  Program  is  cur- 
rently inviting  contract  proposals  for  additional 
clinical  centers  to  participate  in  a Multiple  Risk 
Factor  Controlled  Clinical  Trial. 

The  goal  of  the  trial  is  to  determine  whether 


countermeasures  against  three  common  risk  fac- 
tors— elevated  blood  lipids,  elevated  blood  pres- 
sure, and  cigarette  smoking — will  reduce  the  in- 
cidence of  heart  attacks  and  death  from  coronary 
heart  disease  among  high-risk  males  aged  35-54. 

Approximately  80  per  cent  of  death  and  dis- 
ability from  cardiovascular  diseases  occurs  among 
persons  having  one  or  more  of  these  risk  factors 
working  against  them.  Two  or  more  risk  factors 
are  often  present  in  the  same  individual.  Current 
evidence  indicates  that  men  with  any  one  risk 
factor  run  nearly  twice  the  risk  of  coronary  heart 
disease  as  do  men  with  none  of  these  risk  factors. 
With  any  two  factors  present,  the  risk  is  3.4  times 
higher;  and  with  all  three  factors,  the  risk  is  more 
than  10  times  that  of  men  with  none. 

Contracts  have  already  been  awarded  to  eight 
clinical  centers  and  a coordinating  center.  Inves- 
tigators from  these  centers,  in  conjunction  with 
the  NHLI  program  office  staff,  are  presently  de- 
veloping a common  protocol  and  manual  of  op- 
erations for  this  trial.  New  contract  recipients 
will  follow  this  protocol  and  participate  in  subse- 
quent developments. 

Each  clinical  center  will  recruit  at  least  600 
volunteers  toward  the  study  total  of  approximate- 
ly 12,000  participants.  Recruitment  will  be  com- 
pleted by  September  1974  and  the  clinical  phase 
of  the  trial  in  September  1980. 

Men  recruited  by  each  center  will  receive  medi- 
cal and  laboratory  evaluation  at  the  start  of  the 
program  and  annual  checkups  over  a planned  six 
years  of  followup.  The  study  group  will  embark 
on  a specially  developed  preventive  program 
aimed  at  the  reduction  of  elevated  blood  lipids  by 
diet,  the  control  of  elevated  blood  pressure,  and 
reduction  or  cessation  of  cigarette  smoking.  The 
control  group  will  be  referred  back  for  manage- 
ment by  their  personal  physicians  or  usual  sources 
of  medical  care,  but  will  be  asked  to  report  to  the 
clinical  centers  for  cardiovascular  evaluations 
once  each  year. 

The  preventive  measures  to  be  evaluated  in 
this  trial  will  be  procedures  which  could  be  un- 
dertaken by  practicing  physicians.  “The  aim  is  to 
assess  the  effectiveness  of  such  measures  in  re- 
ducing illness,  disability,  and  death  from  arterio- 
sclerosis and  its  complications  and,  hopefully,  to 
expedite  the  application  of  proven  methods  to- 
ward the  prevention  of  coronary  heart  disease,” 
stated  Dr.  Theodore  Cooper,  director  of  the  Na- 
tional Heart  and  Lung  Institute  in  describing  this 
clinical  trial. 

An  announcement  of  this  contract  program  ap- 
peared in  the  Commerce  Business  Daily  on  Oct. 
8,  1972.  A mailing  of  invitations  to  potentially 
interested  investigators  has  also  been  made. 
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If  he’s  making  the 
rounds  of  San  Francisco— 


Antivert 

. (meclizine  HCl) 

for  vertigo 


\ntivert®  (meclizine  HCl)  has  been  found 
iseful  in  the  management  of  vertigo  assocn 
ted  with  diseases  affecting  the  vestibular  sys' 
em.  It  is  available  as  Antivert  (12.5  mg. 
neclizine  HCl)  and  Antivert/25  (25  mg. 
tieclizme  HCl)  scored  tablets  for  convene 
ence  and  flexibility  of  dosage.  Antivert/25 
25  mg.  meclizine  HCl)  Chewable  Tablets 
re  available  for  the  management  of  nausea, 
'omiting,  and  dizziness  associated  with  mo' 
ion  sickness. 


*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences'National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso' 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica* 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  1 2th- 1 5 th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred 
vision  have  been  reported. 


R06RIG  t £&& 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  1001 7 


SLE  Latex  Test 
Introduced 

A new  test  for  diagnosing  and  determining 
changes  in  antibody  titer  of  systemic  lupus  erythe- 
matosus, a possibly  fatal  disease,  has  been  intro- 
duced by  Lederle  Diagnostics,  American  Cyan- 
amid  Company. 

Known  as  the  SLE  Latex  Test,  it  is  designed 
to  identify,  in  one  minute,  the  antibodies  which 
are  believed  to  cause  lupus  erythematosus.  This 
rare  disease,  known  mostly  to  middle-aged  and 
older  people,  and  women  in  particular,  affects  the 
body’s  defense  mechanism  and  causes  it  to  devel- 
op antibodies  which  destroy  the  body’s  own  cells. 

The  less  serious,  or  discoid  form,  appears  as 
a rash  on  the  face,  called  the  “Butterfly  Syn- 
drome,” which  covers  the  nose  and  cheeks  in  the 
shape  of  butterfly  wings.  The  systemic  form  in- 
cludes the  butterfly  rash  as  well  as  skin  lacera- 
tions over  the  entire  body  with  joint  pains  and 
swelling  and  infection  of  internal  organs.  This 


form  is  fatal  to  over  80  per  cent  of  the  people  it 
affects. 

No  cure  has  been  found  for  lupus  erythema- 
tosus, but  the  disease  can  be  controlled  if  diag- 
nosed in  time.  Lederle  Diagnostics’  SLE  Latex 
Test  provides  a sensitivity  comparable  to  the  LE 
Cell  Prep  Test,  without  requiring  specialized 
equipment  and  personnel.  The  Latex-DNP  Rea- 
gent used  for  detection  consists  of  polystyrene 
fatex  particles  coated  with  deoxyribonucleopro- 
tein  extracted  from  fetal  calf  thymus. 

A medical  assistant  in  the  laboratory  or  physi- 
cian's office  can  perform  the  test  by  mixing  a sam- 
ple of  the  patient’s  serum  with  the  Latex-DNP 
Reagent  provided  in  the  kit.  After  one  minute, 
agglutination  of  the  test  serum  is  compared  to 
positive  and  negative  controls  to  detect  presence 
of  the  antinuclear  antibodies.  Positive  serum  can 
be  serially  diluted  in  physiological  saline  and  re- 
tested to  determine  antibody  titer,  allowing  the 
physician  to  follow  the  course  of  therapy. 

The  Lederle  SLE  Latex  Test  is  currently  avail- 
able for  $28.50  per  kit.  Three  or  more  kits  or- 
dered simultaneously  are  $25.00  each. 


SMC  C/vest 

HOSPITAL 

Hill  Cresf  Foundation,  Inc. 


A non-governmental  psychiatric  hospital.  Ac- 
credited by  Joint  Commission  on  Accreditation 
of  Hospitals.  Medicare  Approved. 

Phone:  205-836-7201 


A short-term,  intensive  treatment  center  for  psychiatric  disorders,  alcoholism,  and 
drug  abuse. 


PSYCHIATRISTS: 

James  K.  Ward,  M.D. 

Hardin  M.  Ritchey,  M.D, 

F.  Joseph  Nuckols,  M.D. 
James  A.  Greene,  M.D. 
Charles  W.  Moorefield,  M.D. 
Otto  F.  Eisenhardt,  M.D. 


Member  of:  American  Hospital  Association,  National  As- 
sociation of  Private  Psychiatric  Hospitals,  Birmingham 
Regional  Hospital  Council. 

6869  Fifth  Avenue  South 
Birmingham,  Alabama  35212 
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The  MSMA  Board  of  Trustees 
Holds  Regular  Winter  Meeting 


The  Association’s  Board  of  Trustees  conducted 
its  regular  Winter  Meeting  on  Dec.  13-14,  1972. 
Legislation,  review  of  a proposed  association 
sponsored  continuing  medical  education  certifica- 
tion program,  and  the  Delegates’  Report  of  the 
1972  AMA  Clinical  Meeting  were  among  many 
items  of  business  coming  before  the  Board. 

The  Council  on  Legislation  presented  the  asso- 
ciation’s 1973  legislative  program  to  the  Board. 
The  program  is  to  include  association  sponsored 
bills  to  provide  a legal  shelter  for  peer  review  ac- 
tivities and  to  provide  insurance  coverage  for 
newborn  infants.  In  other  legislative  action,  the 
Board  endorsed  a positive  program  to  regulate 
health  quackery,  supported  a bill  to  regulate  am- 
bulances and  ambulance  personnel  and  opposed 
bills  to  apply  federal  “certificate  of  need”  require- 
ments to  all  hospital  construction  and  to  permit 
counties  and  municipalities  to  issue  full,  faith  and 
credit  bonds  for  construction  of  private  physi- 
cians’ offices  in  conjunction  with  public  hospitals. 

The  association  will  seek  the  support  of  other 
interested  organizations  in  developing  a certifica- 
tion program  for  continuing  medical  education 
activities  in  the  state  for  endorsement  by  the 
House  of  Delegates  at  the  105th  Annual  Session. 
The  proposed  program  was  outlined  to  the  Board 
in  a report  from  the  Council  on  Medical  Educa- 
tion. On  another  educational  matter,  the  Board 
agreed  to  seek  nominees  to  recommend  for  ap- 
pointment to  the  UMC  Admissions  Committee. 

The  Delegates’  Report  of  the  1972  AMA  Clin- 
ical Meeting  (see  January  JMSMA)  was  received 
for  discussion  by  the  Board.  Particularly  noted 
was  the  House  of  Delegates’  approval  for  the 


AMA  staff  and  appropriate  officers  to  participate 
in  development  and  implementation  of  Profes- 
sional Standards  Review  Organizations  (PSROs) 
under  Public  Law  92-603.  The  Board  commend- 
ed Dr.  C.  D.  Taylor  of  Pass  Christian,  retiring 
Delegate  from  Mississippi,  for  his  service  in  the 
AMA  House  of  Delegates. 

During  the  two  day  meeting  the  Board  of 
Trustees  also  met  with  other  directors  of  the  Mis- 
sissippi Foundation  for  Medical  Care  and  re- 
viewed the  status  of  a foundation  membership 
drive.  It  was  reported  that  there  had  been  a 50 
per  cent  increase  in  foundation  membership  since 
initiation  of  the  current  membership  drive  and 
that  some  70  per  cent  of  MSMA  members  in  full- 
time private  practice  were  now  MFMC  members. 
The  Board  reviewed  development  of  Professional 
Standards  Review  Organizations  and  acted  to  of- 
ficially investigate  the  feasibility  of  the  MFMC 
qualifying  under  the  PSRO  program.  The  Board 
directed  its  Executive  Committee  to  begin  study 
and  development  of  professional  fee  schedules. 

In  other  actions,  the  Board  of  Trustees  re- 
ceived an  annual  report  on  the  MSMA-Continen- 
tal  Group  Plans  administered  by  Thomas  Yates 
and  Company  of  Jackson.  Increased  benefits  were 
announced  under  the  Disability  Overhead  and 
Catastrophe  Hospital  Plans.  President  Charles 
R.  Jenkins  reported  on  a successful  membership 
drive  to  bring  former  members  back  into  the  asso- 
ciation and  the  Board  reviewed  and  approved  an 
application  for  assignment  of  a National  Health 
Service  Corps  physician  to  Inverness,  Mississippi. 
The  next  meeting  of  the  Board  was  tentatively 
scheduled  for  March. 
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Dr.  Hardy  Elected 
Southern  Surgical  Prexy 

Dr.  James  D.  Hardy,  professor  and  chairman 
of  the  department  of  surgery.  University  of  Mis- 
sissippi School  of  Medicine,  was  elected  president 

of  the  Southern  Surgi- 
cal Association  at  the 
recent  annual  meet- 
ing. 

Dr.  Hardy,  a native 
of  Alabama,  received 
his  M.D.  degree  in 
1942  from  the  Uni- 
versity of  Pennsylva- 
nia. He  completed  in- 
ternship and  residen- 
cies in  general  and 
thoracic  surgery  at 
the  Hospital  of  the 
University  of  Penn- 
sylvania. In  1950-51 
he  was  the  Senior  Damon  Runyon  Fellow  in  Clin- 
ical Research  there  and  received  the  Master  of 
Medical  Science  degree  in  Physiological  Chem- 
istry. 

The  surgeon  has  held  teaching  positions  at  the 
University  of  Alabama,  University  of  Pennsylva- 
nia, and  the  University  of  Tennessee  College  of 
Medicine  prior  to  joining  the  faculty  of  the  Uni- 
versity of  Mississippi  Medical  Center  in  1955. 

Dr.  Hardy  is  certified  by  the  American  Board 
of  Surgery  and  the  Board  of  Thoracic  Surgery. 
His  hospital  appointments  include  Surgeon-in- 
Chief,  Hospital  of  the  University  of  Mississippi, 
and  Chief  Surgical  Consultant,  Veterans  Admin- 
istration Hospital,  Jackson. 

Membership  in  professional  societies  includes 
Alpha  Omega  Alpha,  American  Association  for 
the  Advancement  of  Science,  American  Associa- 
tion for  the  Surgery  of  Trauma,  American  Asso- 
ciation for  Thoracic  Surgery,  American  Associa- 
tion of  University  Professors,  American  College 
of  Surgeons  and  American  College  of  Cardiology. 

Other  memberships  include  the  American 
Heart  Association,  American  Surgical  Associa- 
tion, The  Transplantation  Society,  Society  for 
Vascular  Surgery,  Society  for  Clinical  Surgery, 
Society  of  University  Surgeons,  Mississippi  State 
Medical  Association,  American  Medical  Associa- 
tion, Southern  Medical  Association  and  South- 
eastern Surgical  Congress. 

The  internationally  known  teacher,  surgeon 


and  investigator  is  recognized  for  his  work  in  the 
transplantation  field.  He  and  his  team  were  re- 
sponsible for  the  first  heart  transplant,  the  first 
human  lung  transplant  and  the  first  kidney  auto- 
transplant for  ureteral  injury.  They  also  per- 
formed the  first  human  adrenal  gland  autotrans- 
plantation in  this  country. 

He  was  a founder  member  of  the  International  j 
Surgical  Group,  Society  for  Surgery  of  the  Ali- 
mentary Tract,  and  the  Surgical  Biology  Club. 

Dr.  Hardy  is  listed  in  Who’s  Who  in  America 
and  American  Men  of  Science. 

Dr.  Hardy  served  as  chairman  of  the  first  ses- 
sion of  the  second  World  Heart  Transplant  Sym- 
posium in  Montreal  where  more  than  100  of  the 
world's  top  transplant  authorities  took  part  in  the 
scientific  sessions.  The  AMA  awarded  Dr.  Hardy 
and  his  co-workers  the  Hektoen  Silver  Medal  for 
their  presentation  on  transplantation  studies  in 
1965. 

He  has  been  visiting  professor  at  some  16  uni- 
versities and  medical  centers  in  this  country  and 
abroad  and  in  1972  was  named  to  the  Frederick 
E.  Kredel  Honorary  Professorship  at  the  Medical 
College  of  South  Carolina  at  Charleston. 

Dr.  Hardy  is  the  author  of  12  books  and  nearly 
400  articles  in  the  medical  literature. 

EMCRO  Adds  R.N. 
To  Fulltime  Staff 

A fulltime  registered  nurse,  Mrs.  Hollis  Thom- 
as Fairley,  has  joined  the  staff  of  the  Mississippi 
EMCRO  (Experimental  Medical  Care  Review 
Organization),  according  to  Sidney  A.  Smith, 
EMCRO  director. 

Mrs.  Fairley,  a native  of  Tennessee,  will  be  a 
nurse  coordinator  for  the  project  and  will  assist 
the  reviewing  physicians  in  reviewing  exceptional 
data  (cases  selected  out  by  the  computer  for  fur- 
ther review).  She  will  also  assist  in  the  refining 
and  further  development  of  criteria  and  will  work 
closely  with  the  30  participating  hospitals  in  the 
state. 

The  R.N.  was  graduated  from  the  Gilfoy 
School  of  Nursing  in  Jackson  in  1965.  She  has 
previous  experience  in  the  intensive  care  units  of 
Richmond  Memorial  Hospital  and  Johnston- 
Willis  Hospital  in  Richmond,  Va.  Mrs.  Fairley 
worked  at  the  Mississippi  Baptist  Hospital  in 
Jackson  in  admissions  and  pediatrics  prior  to 
joining  the  EMCRO  staff. 

The  EMCRO  is  located  in  the  headquarters 
building  of  the  state  medical  association  at  735 
Riverside  Drive,  Jackson  39216. 
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The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  13 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


:t  the  Robitussin® 
r-Tract”  Formulation 
Treats  Your  Patient’s 
idual  Coughing 
s: 
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TUSSIN® 

TUSSIN  A-C® 

TUSSIN-DM® 

TUSSIN-PE® 

3H  CALMERS1 

is  handy  charl  as  a guide  in  selecting  the  formula  that  provides  the  benelits  you  want  lor  your  patient. 
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Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


/WROBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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Oyster  Related  Hepatitis 
Reported  in  State 

A report  of  hepatitis  associated  with  ingestion 
of  raw  oysters  was  recently  received  by  the  Divi- 
sion of  Preventable  Disease  Control  of  the  State 
Board  of  Health,  according  to  Dr.  Durward  L. 
Blakey,  director. 

A middle-aged  male  from  Forrest  County  ate 
raw  oysters  as  well  as  a variety  of  cooked  shell- 
fish during  a week-long  stay  in  New  Orleans.  Ap- 
proximately seven  weeks  later,  jaundice  appeared 
and  a diagnosis  of  infectious  hepatitis  was  made. 
He  had  no  known  contact  with  jaundiced  people 
and  had  no  history  of  blood  transfusions. 

Another  patient  with  an  illness  compatible  with 
viral  hepatitis  gave  a history  of  the  ingestion  of 
raw  oysters  in  Hattiesburg.  He  also  had  contact 
with  a person  who  subsequently  developed  hepa- 
titis; therefore,  this  case  probably  represents  per- 
son to  person  spread. 

During  the  first  quarter  of  1972,  the  CDC  re- 
ceived 5,125  case  reports  of  viral  hepatitis.  Of 
these,  409  gave  histories  of  recent  raw  shellfish 
ingestion.  The  first  report  of  infectious  hepatitis 
(Hepatitis  A)  traced  to  the  consumption  of  raw 
oysters  in  the  U.  S.  was  in  1961  and  described  80 
cases  of  Hepatitis  A which  occurred  in  southern 
Mississippi  and  Alabama. 

The  source  of  these  oysters  was  found  to  be  a 
localized  area  at  the  mouth  of  the  then  heavily 
contaminated  Pascagoula  River.  Evidence  ob- 
tained during  that  investigation  showed  that  con- 
ventional frying  of  oysters  appeared  to  inactivate 
the  virus.  Epidemics  of  clam-associated  hepatitis 
have  also  been  reported. 

The  Division  of  Preventable  Disease  Control 
would  welcome  any  reports  of  possible  or  con- 
firmed cases  of  shellfish-related  hepatitis.  It  is 
possible  for  isolated  cases  of  hepatitis  to  be  etio- 
logically  related,  yet  not  recognized  as  related  by 
individual  physicians.  Only  through  accurate  re- 
porting of  hepatitis  can  disease  trends  be  appreci- 
ated and  appropriate  preventive  measures  institut- 
ed, said  Dr.  Blakey. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/xg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
==  5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

R06RIG 


with  a single  dose  of  Antiminth 

(pyrantel  pamoate) ORAL  SUSPENSION 


Highly  effective  against 
)inworm  and  roundworm 

Non-staining  to  teeth 
>r  oral  mucosa  on  ingestion,  to 
tools,  clothing,  linen 

Simple  dosage  with  a 
ingle-dose  regimen:  1 cc.  per 
0-lb.  body  weight  (1  tsp./SO  lb.; 
naximum  dose,  4 tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 

■ 

prescription  can  treat  the  entire 
family  ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ANTIMINTH 


(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 

ORAL  SUSPENSION 


While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
•Data  nn  hie  at  Rneritr  Please  see  prescribing  information  on  facing  page. 
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Dr.  L.  D.  Webb  Is  Mid- 
South  Medical  President 

A Mississippi  physician.  Dr.  Lester  D.  Webb 
of  Calhoun  City,  is  currently  serving  as  president 
of  the  Mid-South  Medical  Association. 

Dr.  Webb  is  also  a member  of  the  Mid-South 
Board  of  Trustees  and 
in  1970  he  was  vice 
president  from  Missis- 
sippi. 

Dr.  Webb  received 
the  M.D.  degree  from 
the  University  of  Ten- 
nessee College  of  Med- 
icine in  1950.  He  has 
practiced  medicine  for 
2 1 years  and  served 
as  hospital  adminis- 
trator for  19  years. 

Active  in  political 
affairs  in  his  commu- 
nity, Dr.  Webb  has 
served  as  town  alderman  for  four  years  and  as 
mayor  of  Calhoun  City  for  six  years. 

His  professional  affiliations  include  fellowship 
in  the  International  College  of  Surgeons  and  the 
American  Society  of  Abdominal  Surgeons,  mem- 
bership in  the  American  Medical  Association, 
Southern  Medical  Association,  American  Acad- 
emy of  Family  Physicians,  MSMA  and  the  North- 
east Mississippi  Medical  Society. 

Dr.  Webb  was  named  "Man  of  the  Year”  by 
the  Wood  Junior  College  Alumni  Association  in 
1969  and  received  the  “Outstanding  Service 
Award”  of  the  Calhoun  City  Chamber  of  Com- 
merce and  Development  Association  in  1970.  He 
is  also  a past  president  of  the  Northeast  Missis- 
sippi Medical  Society. 

Family  Practice  Chairman, 
Others  Appointed 

The  appointment  of  a chairman  for  the  new 
Department  of  Family  Practice  at  the  University 
of  Mississippi  School  of  Medicine  has  assured 
progress  in  the  development  of  this  vital  aspect 
of  medical  education,  announced  Dean  Robert 
E.  Blount. 


Dr.  Wilfred  Reginald  Gillis,  approved  by  the 
Board  of  Trustees,  Institutions  of  Higher  Learn- 
ing, at  the  December  meeting,  will  assume  his 
duties  July  1,  1973. 

Formerly  a division  of  the  medicine  depart- 
ment, family  practice  gained  Board  recognition 
of  department  status  last  May,  said  Dr.  Blount, 
to  meet  both  professional  and  educational  needs 
for  the  new  specialty. 

A Canadian,  Dr.  Gillis  holds  the  M.D.  degree 
from  Dalhousie  University,  Nova  Scotia,  where 
he  interned  and,  immediately  prior  to  his  Missis- 
sippi appointment,  served  as  assistant  professor. 

Certified  by  the  College  of  Family  Physicians 
of  Canada  in  1970,  the  new  chairman  has  also  en- 
gaged in  private  practice  at  Prince  Edward  Island 
and  New  Brunswick,  Canada. 

In  a move  to  strengthen  both  service  and  train- 
ing resources  in  a second  field,  the  Board  also  ap- 
proved the  appointment  of  the  first  fulltime  oph- 
thalmology professor  and  division  chief.  Dr.  Sam- 
uel B.  Johnson,  formerly  at  that  post  on  the  clin- 
ical faculty,  is  now  on  a fulltime  basis.  Present 
plans  are  to  expand  the  division  in  cooperation 
with  the  Addie  McBryde  Rehabilitation  Center 
for  the  Blind. 

A third  teaching  staff  addition.  Dr.  Frank 
Hines  Bostwick,  is  new  pathology  assistant  pro- 
fessor. The  University  of  Mississippi  School  of 
Medicine  graduate  interned  at  the  University  of 
Miami  and  was  a resident  at  the  Medical  College 
of  Georgia,  University  Hospital  at  Jackson  and 
Children’s  Hospital  at  Los  Angeles.  Before  join- 
ing the  Mississippi  faculty,  he  served  as  a U.  S. 
Army  medical  officer. 

Prevention  of  Blindness 
Agency  Offers  Grants 

The  National  Society  for  the  Prevention  of 
Blindness  announces  that  it  has  research  funds 
available  for  pilot  projects  which  do  not  exceed 
$5,000  per  year.  Investigators  not  currently  fi- 
nanced by  other  sources  of  research  funds  are  in- 
vited to  apply. 

Acceptable  projects  are  those  which  may  con- 
tribute to  the  prevention  of  blindness  and  eye  dis- 
ease through  basic  studies  of  eye  function  and 
disease,  or  that  may  improve  diagnosis  and  treat- 
ment. 

Grants  are  made  for  a one-year  period.  The 
maximum  period  of  support  for  research  is  two 
years. 

The  National  Society  for  the  Prevention  of 
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Blindness  will  accept  applications  any  time  during 
the  year  and  will  make  awards  promptly  after 
evaluation  by  the  Committee  on  Basic  and  Clini- 
cal Research. 

Application  forms  and  further  information  may 
be  obtained  by  writing  to  the  Committee  on  Basic 
and  Clinical  Research,  National  Society  for  the 
Prevention  of  Blindness,  Inc.,  79  Madison  Ave- 
nue, New  York,  N.  Y.  10016. 

The  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  founded  in  1908,  is  the  oldest 
voluntary  health  agency  nationally  engaged  in  the 
prevention  of  blindness  through  a comprehensive 
program  of  community  service,  public  and  profes- 
sional education  and  research. 

New  Orleans  Plans 
36th  Medical  Assembly 

Dr.  William  M.  Lukash,  White  House  physi- 
cian, and  head,  Gastroenterology  Clinic,  U.  S. 
Naval  Hospital,  will  be  one  of  the  many  distin- 
guished speakers  from  throughout  the  country 
participating  at  the  36th  annual  meeting  of  The 
New  Orleans  Graduate  Medical  Assembly  this 
year.  Meeting  dates  are  Mar.  19-22,  and  head- 
quarters will  again  be  at  the  Fairmont  Roosevelt 
Hotel. 

Dr.  Lukash  will  speak  on  “Observations  of 
Chinese  Medicine,”  a report  on  his  visit  to  China 
with  President  Nixon.  Other  well  known  physi- 
cians will  report  on  medical  advancements  in  their 
various  specialties. 

A continuous  showing  of  medical  motion  pic- 
tures, luncheons  for  specialty  groups,  a clinico- 
pathologic  conference,  technical  exhibits,  and 
planned  entertainment  for  wives  will  all  add  inter- 
est to  the  three  and  a half  day  meeting. 

This  program  is  acceptable  for  22  prescribed 
hours  and  8 elective  hours  by  the  American 
Academy  of  Family  Physicians. 

For  further  information  write  to  The  New  Or- 
leans Graduate  Medical  Assembly,  1430  Tulane 
Avenue,  New  Orleans,  La.  70112. 

Safeguards  Urged 
for  O.T.C.  Sedatives 

Well-designed  and  controlled  studies  of  non- 
prescription daytime  sedatives  are  needed  if  the 
consumer  is  to  be  protected  from  drugs  which 


may  be  ineffective  and  at  times  potentially  dan- 
gerous, declares  a research  report  published  in  the 
January  1 issue  of  the  Journal  of  the  American 
Medical  Association. 

“If  clinical  (human)  trials  are  required  to  es- 
tablish the  efficacy  and  safety  of  drugs  prescribed 
under  physician  supervision,  a requirement  that 
is  clearly  warranted,  then  such  trials  may  be  all 
the  more  necessary  in  the  case  of  drugs  taken 
without  such  supervision,”  the  report  says. 

Authors  are  Dr.  Karl  Rickels  and  Peter  T.  Hes- 
bacher,  Ph.D.,  of  the  Private  Practice  Research 
Group,  Department  of  Psychiatry,  University  of 
Pennsylvania,  Philadelphia,  and  of  Philadelphia 
General  Hospital. 

The  study  was  a two-week  trial  of  the  relative 
safety  and  efficacy  of  four  products — one  of  the 
large-selling  non-prescription  daytime  sedatives; 
aspirin  (sometimes  taken  as  a sedative);  a com- 
monly used  prescription-type  daytime  sedative, 
and  a placebo  (an  inert  substance  that  has  no  ef- 
fect other  than  psychological). 

Neither  the  non-prescription  sedative  nor  as- 
pirin had  any  better  effect  as  a mild  sedative  than 
did  the  placebo,  the  researchers  report.  The  pre- 
scription sedative  was  much  more  effective.  More 
side-effects  were  reported  with  the  non-prescrip- 
tion sedative  (Compoz)  and  with  the  prescription 
anti-anxiety  medicine  (chlordiazepoxide — sold 
under  the  trade  name  of  Libritabs)  than  with  ei- 
ther aspirin  or  placebo,  they  said. 

The  study  sample  consisted  of  166  general 
practice  patients  suffering  from  mild  or  moderate 
symptoms  of  anxiety,  at  times  accompanied  by 
depression  or  somatic  (emotionally  caused)  com- 
plaints. The  investigators  were  1 8 general  prac- 
titioners in  the  Philadelphia  area,  all  members  of 
the  Private  Practice  Research  Group,  all  with 
training  in  psychopharmacologic  research.  The 
study  was  conducted  double-blind,  with  neither 
patient  nor  physician  knowing  which  of  the  four 
products  the  patient  was  receiving. 

The  trial  “clearly  indicates  the  relative  ineffec- 
tiveness of  Compoz  and  aspirin  in  the  short-term 
symptomatic  relief  of  mild  to  moderate  anxiety, 
tension,  and  related  complaints  in  private  general 
practice  patients,”  the  report  said. 

Compoz  contains  scopolamine,  and  the  re- 
searchers said  that  this  can  cause  blurred  vision 
and  increased  urinary  retention  and  has  a poten- 
tial in  higher  dosages  and  with  prolonged  usage 
for  causing  mental  confusion,  excitement  and  de- 
lirium. Aspirin,  when  taken  in  relatively  high 
doses  for  long  periods  of  time,  they  said,  may 
produce  gastric  distress,  gastritis  and  “even  gas- 
tric ulcer.” 
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Because  you 
practice 

medicine  in  the 
Magnolia  State... 


'ou  carry  one  of  the  heaviest 
iatient  loads  in  the  country, 
iince  this  may  include 
|i  number  of  patients  with 
;astritis  and  duodenitis... 
ou  should  know 
nore  about  Librax® 


felps  reduce 

inxiety-related  G.I.  symptoms 


v patient  may  blame  his  attacks  of  gastritis  or 
uodenitis  on  “something  he  ate”  but  contribut- 
lg  factors  may  be  his  job, 
larital  problems,  financial 
/orries  or  some  other  unmen- 
oned  source  of  stress  and 
xcessive  anxiety  that 
xacerbated  the  condition. 

Vhether  it  is  “something 
ie  ate”  or  “something  eating  him,”  adjunctive 
i.ibrax  can  help.  Librax  offers  both  the  antianxiety 
ction  of  Librium®  (chlordiazepoxide  HC1),  that  can 
elp  relieve  excessive  anxiety,  and  the  dependable 
nticholinergic  action  of  Quarzan®  (clidinium  Br), 
tat  can  help  reduce  gastrointestinal  hypermotility 
nd  hypersecretion. 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
■w-  adjunctive 

Librax  - 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Jefore  prescribing,  please  consult  complete  product  information, 
i summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
:ion  or  confusion  (not  more  than  two  capsules  per  day  initially; 
ncrease  gradually  as  needed  and  tolerated).  Though  generally 
tot  recommended,  if  combination  therapy  with  other  psycho- 
ropics  seems  indicated,  carefully  consider  individual  pharma- 
:ologic  effects,  particularly  in  use  of  potentiating  drugs  such  as 
Vf  AO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
n presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
factions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
teen  reported  in  psychiatric  patients.  Employ  usual  precautions 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 
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ORGANIZATION  / Continued 

History  of  Medicine 
Society  Organized  at  UMC 

A History  of  Medicine  Society  has  been  or- 
ganized at  the  University  Medical  Center,  accord- 
ing to  Dr.  John  Y.  Gibson,  president.  Dr.  Ken- 
neth Bennett  is  serving  as  vice  president  of  the 
newly-formed  group. 

The  first  meeting  is  scheduled  for  Mar.  1 in 
the  Thompson  Conference  Room  of  the  Ole  Miss 
Alumni  House  on  the  medical  center  campus.  A 
cocktail  hour  will  be  held  at  6:30,  followed  by  a 
dinner.  A fee  of  $5.00  will  be  charged  for  the 
dinner  meeting  and  will  also  cover  the  year's 
membership  dues. 

Guest  speaker  for  the  meeting  will  be  Dr. 
James  D.  Hardy,  professor  and  chairman  of  sur- 
gery at  the  University.  Dr.  Hardy  will  discuss 
heart  replacement  from  a historical  standpoint. 

The  group  plans  to  hold  quarterly  meetings 
which  will  be  open  to  any  interested  persons.  For 
more  information,  contact  Dr.  Gibson  at  UMC, 
2500  N.  State  Street,  Jackson  39216. 

AMA  Scientific  Journals 
Are  Now  Metric 

The  metric  system,  which  has  spread  over  most 
of  the  world,  is  gaining  steadily — if  slowly — in 
the  United  States,  as  well. 

The  latest  step  in  this  direction  is  being  taken 
by  the  Journal  of  the  American  Medical  Associa- 
tion (JAMA)  and  the  10  AMA  specialty  jour- 
nals. Starting  in  January,  the  weekly  JAMA  and 
the  monthly  specialty  publications  use  only  metric 
units  of  measurement. 

Banished  are  inches  and  ounces,  yards  and 
pounds,  pints  and  degrees  Fahrenheit,  and  all  the 
other  units  of  what  frequently  is  called  the  En- 
glish or  “customary”  system.  Until  now  either 
system  has  been  accepted,  although  customary 
units  have  been  accompanied  by  their  metric 
equivalents  in  parentheses. 

Is  the  change  to  all  metrics  likely  to  cause 
readers  problems? 

“Initially,”  admits  Dr.  Hugh  H.  Hussey,  editor 
of  JAMA.  “It  will  be  like  learning  a new  lan- 
guage for  some  physicians,  until  they  get  used  to 
the  system  and  learn  to  think  in  terms  of  metric 
units.” 

But  he  added  that  it  won’t  be  a completely  un- 
familiar language,  because  the  AMA  journals  and 


the  medical  and  pharmaceutical  professions  have 
been  using  metric  units  increasingly  for  some 
years.  In  fact,  the  AMA  first  began  urging  the  use 
of  metric  measurements  nearly  95  years  ago,  in 
an  official  action  by  the  House  of  Delegates  in 
1878. 

Charles  F.  Chapman,  assistant  managing  editor 
of  the  AMA  journals,  points  out  that  elimination 
of  nonmetric  units  will  end  one  source  of  con- 
fusion, that  of  dealing  with  measurements  in  two 
unrelated  systems.  In  some  cases,  the  systems 
have  even  been  mixed  in  the  same  sentence,  as 
when  the  dosage  of  medication  is  calculated  in 
grams  or  milliliters  per  pound  of  body  weight. 

“Undoubtedly,  we’ll  run  into  occasional  prob- 
lems,” Chapman  said,  “but  our  staff  will  meet 
them  as  they  arise.  We  have  been  using  the  all- 
metric policy  in  editing  manuscripts  for  a few 
months  already  with  no  trouble  so  far.” 

The  “Information  for  Authors”  panel  that  ap- 
pears in  each  issue  has  designated  metric  as  the 
required  system  since  early  fall.  Any  articles  re- 
ceived that  use  nonmetric  units,  Chapman  said, 
either  will  have  measurements  converted  to  metric 
by  staff  editors,  or  will  be  returned  to  the  author 
for  correction. 

One  portion  of  JAMA,  the  Medical  News  sec- 
tion, has  been  using  all-metric  measurements  for 
several  years. 

The  section  has  its  own  staff  of  reporters  who 
gather  and  summarize  news  of  medical  interest 
from  around  the  country,  and  therefore  does  not 
solicit  or  use  outside  contributions. 

“Most  of  the  people  our  reporters  interview  are 
active  in  research,  so  that  80  to  90  per  cent  of 
them  are  using  metrics  themselves  to  begin  with,” 
explained  Jaan  Kangilaski,  Medical  News  section 
editor.  “Any  measurements  we  get  that  are  not 
already  in  metric,  we  convert  when  we  write  the 
story.” 

There  is  little  hope  of  escaping  the  metric  sys- 
tem, if  you’re  of  a mind  to,  or  of  staying  off  its 
eventual  everyday  use  in  the  U.  S. 

In  a report  to  Congress  in  1971,  Maurice  H. 
Stans,  then  Secretary  of  Commerce,  noted  that 
a three-year  study  his  department  had  just  com- 
pleted showed  that  our  country  already  is  metric 
in  some  respects,  and  is  becoming  more  so.  The 
question,  he  said,  is  not  whether  the  United  States 
should  “go  metric” — but  rather,  whether  we 
should  do  so  aimlessly,  or  by  a careful,  delib- 
erate, and  nationally  coordinated  plan. 

Since  World  War  II,  most  countries  of  the 
world  that  were  not  already  metric  have  adopted 
the  system  or  committed  themselves  to  do  so. 
Even  Britain  and  its  Commonwealth  partners  are 
making  the  switch.  The  United  States  stands  with 
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such  nations  as  Sierra  Leone,  Ghana,  South  Ye- 
man,  and  Trinidad  in  holding  back. 

Significantly,  no  nation  has  ever  abandoned  the 
metric  system  after  adopting  it. 

Even  some  segments  of  our  own  society  have 
yielded  to  the  sensibleness  of  the  system.  Ameri- 
can medicine  and  other  sciences,  for  instance, 
have  long  used  metric  measurements,  with  great 
benefit  to  world  “trade”  in  scientific  ideas.  The 
military  to  a large  extent  uses  metrics,  and  the 
sizes  of  photographic  film  and  lenses  are  given  in 
millimeters. 

The  latest  attempt  to  make  metrics  the  predom- 
inant language  of  American  measurement  was  a 
bill  passed  by  the  Senate  last  August.  The  bill, 
which  would  have  established  a National  Metric 
Conversion  Board  to  direct  and  coordinate  a 10- 
year  conversion  to  metrics,  was  referred  to  the 
House  Committee  on  Science  and  Astronomies, 
where  no  action  was  taken  before  Congress  ad- 
journed for  1972. 

Blood  Fat 
Levels  Studied 

The  average  level  of  plasma  lipids  in  most 
American  men  and  women  is  undesirably  high, 
and  enough  evidence  is  now  available  to  bar  fur- 
ther temporizing  with  this  major  national  health 
problem,  says  a joint  statement  released  by  the 
American  Medical  Association’s  Council  on 
Foods  and  Nutrition  and  the  Food  and  Nutrition 
Board  of  the  National  Academy  of  Sciences-Na- 
tional  Research  Council. 

“Coronary  heart  disease  is  the  major  public 
health  problem  in  the  United  States  and  in  many 
other  countries.  In  1970,  for  example,  some 
666,000  Americans,  of  whom  about  171,000 
were  under  the  age  of  65,  died  of  coronary  heart 
disease  (CHD)  and  many  more  were  disabled  by 
the  same  disorder.  It  is  particularly  disturbing  that 
many  relatively  young  Americans  in  their  most 
productive  years  are  killed  or  incapacitated  by 
this  disease,”  the  statement  declares. 

The  statement  cited  several  risk  factors  associ- 
ated with  susceptibility  to  CHD — factors  that  are 
subject  to  control.  These  include  an  elevation  in 
blood  fats,  especially  plasma  cholesterol,  hyper- 
tension. heavy  cigarette  smoking,  obesity  and 
physical  inactivity. 

“The  evidence  is  not  sufficient  to  quantitate  the 
benefits  that  may  be  expected  to  come  from  modi- 
fying these  various  risk  factors,  but  the  serious- 
ness of  the  situation  demands  that  all  reasonable 
means  be  used  to  reduce  the  conditions  that  con- 
tribute to  risk  of  CHD. 


“There  is  abundant  evidence  that  the  risk  of 
developing  CHD  is  positively  correlated  with  the 
level  of  cholesterol  in  the  plasma.  This  risk,  inde- 
pendent of  other  risk  factors,  is  relatively  small 
at  levels  less  than  220  mg  per  100  ml,  but  in- 
creases progressively  with  each  increment  in  plas- 
ma cholesterol  above  this  level. 

“Approximately  one-third  of  American  men, 
and  a less  definitely  known  proportion  of  women, 
consuming  their  usual  diets,  maintain  plasma 
cholesterol  levels  at  or  below  this  figure. 

“There  is  extensive  evidence  that  the  level  of 
cholesterol  in  the  plasma  of  most  people  can  be 
lowered  by  appropriate  dietary  modifications. 
Generally,  such  lowering  can  be  achieved  most 
practicably  by  partial  replacement  of  the  dietary 
sources  of  saturated  fat  with  sources  of  unsaturat- 
ed fat,  especially  those  rich  in  polyunsaturated 
fatty  acids,  and  by  a reduction  in  the  consumption 
of  foods  rich  in  cholesterol.” 

Saturated  fats,  mostly  animal  fats,  can  be  de- 
fined roughly  as  those  that  are  solid  at  room  tem- 
perature. Unsaturated  fats,  mostly  vegetable  oils, 
are  generally  liquid  at  room  temperature. 

Cholesterol  is  found  in  foods  of  animal  origin 
such  as  dairy  products,  meat,  poultry,  eggs  and 
seafood. 

Prevention  is  of  much  greater  benefit  than 
treatment  in  the  control  of  cholesterol  in  the 
blood,  the  statement  says: 

“As  would  be  expected  in  dealing  with  a chron- 
ic disease  of  this  kind,  early  intervention  appears 
to  be  more  effective  than  intervention  after  the 
disease  is  evident.” 

The  two  groups  recommended  a five-point  pro- 
gram : 

1 . Measurement  of  blood  fat  levels  should  be- 
come a routine  part  of  all  physical  examinations, 
beginning  in  early  adulthood  and  repeated  at  in- 
tervals throughout  life. 

2.  Persons  falling  into  risk  categories  on  the 
basis  of  blood  fat  levels  should  be  made  aware  of 
their  risk  and  should  receive  appropriate  dietary 
advice. 

3.  The  dietary  advice  should  not  compromise 
the  necessary  intake  of  essential  nutrients. 

4.  These  recommendations  are  practical  only 
if  modified  and  ordinary  foods  required  for  such 
diets  are  readily  available  in  the  grocery  store, 
easily  identified  by  labeling.  Any  legal  and  regu- 
latory barriers  to  the  marketing  of  such  foods 
should  be  removed. 

5.  High  priority  should  be  given  to  research 
which  will  determine  positively  the  extent  to 
which  the  modification  of  blood  fats,  as  well  as 
modification  of  other  risk  factors,  can  reduce  the 
risk  of  CHD. 
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ORGANIZATION  / Continued 

ACS  Schedules  16 
Trauma  Seminars 

Sixteen  seminar  programs  to  provide  continu- 
ing education  for  non-specialist  physicians  in 
Life-Saving  Measures  for  the  Critically  Injured 
will  be  sponsored  in  16  different  cities  throughout 
the  United  States  in  1973  and  1974  by  the  Amer- 
ican College  of  Surgeons’  Committee  on  Trauma 
in  cooperation  with  departments  of  surgery  of 
medical  schools. 

The  college  has  developed  the  Model  Curricu- 
lum Content  for  a seminar  program  of  four  to 
five  days’  duration,  designed  to  teach  the  most  ap- 
propriate life-saving  diagnostic  and  therapeutic 
principles  and  skills  for  the  treatment  of  the  criti- 
cally injured  patient. 

The  departments  of  surgery  will  provide  the  in- 
dividual seminars,  gearing  them  to  fill  emergency 
medical  care  continuing  education  needs  of  physi- 
cians practicing  in  rural  areas  or  where  multi- 
specialty teams  are  not  readily  available.  Though 
aimed  at  the  non-specialist  general  practitioner 
and  emergency  department  physician,  the  semi- 
nars will  be  advantageous  to  surgical  specialists 
and  internists. 

The  seminar  curriculum  is  divided  into  three 
broad  areas:  (1)  Assessment  of  the  critically  in- 
jured and  causes  of  death  soon  after  injury — air- 
way and  respiratory  problems,  hemorrhagic 
shock,  and  brain  damage;  (2)  Life-threatening 
injuries  to  the  head,  chest,  abdomen  and  extremi- 
ties; and  (3)  Late  life-threatening  complications, 
including  pulmonary  insufficiency  from  non- 
thoracic  trauma,  impaired  kidney  function  com- 
plicating patient  management  and  complications 
following  blood  transfusions.  Hyperalimentation 
and  intensive  care  of  the  trauma  patient  also  will 
be  covered. 

Seminar  sites  will  be  dispersed  throughout  the 
country  to  make  one  or  more  seminars  easily  ac- 
cessible to  all  U.  S.  physicians. 

Audio-visual  aids  will  be  used  and  the  Com- 
mittee on  Trauma’s  new  manual,  Early  Care  of 
the  Injured  Patient,  will  be  given  to  each  regis- 
trant at  the  seminars. 

The  first  seminar  is  scheduled  for  Mar.  26-29, 
1973,  at  Washington  University,  St.  Louis.  Reg- 
istration fee  for  the  St.  Louis  course  is  $50, 
which  includes  three  luncheons.  Registration  for 
this  seminar  is  limited  to  200. 

Other  seminars  in  the  South  scheduled  for 
1973  include: 

June  17-20 — Medical  University  of  South  Car- 


olina, Charleston.  Directors:  Dr.  Curtis  P.  Artz, 
professor  and  chairman,  and  Dr.  Max  Rittenbury, 
associate  professor,  department  of  surgery. 

Nov.  14-17 — University  of  Tennessee,  Mem- 
phis. Director:  Dr.  Harwell  Wilson,  professor,  di- 
vision head  and  chairman,  department  of  surgery. 

Nov.  26-29 — University  of  Texas  Southwestern 
Medical  School  at  Dallas.  Directors:  Dr.  G.  Tom 
Shires,  professor  and  chairman,  and  Dr.  Ronald 
C.  Jones,  associate  professor,  department  of  sur- 
gery- 

Seminars  scheduled  or  tentatively  scheduled  for 
1974,  and  their  dates,  are: 

Jan.  14-17 — Tulane  University.  New  Orleans. 
Directors:  Dr.  Theodore  Drapanas,  professor  and 
chairman,  and  Dr.  Martin  S.  Litwin,  associate 
professor,  department  of  surgery. 

Mar.  13-16 — University  of  South  Florida, 
Tampa.  Director:  Dr.  Roger  T.  Sherman,  profes- 
sor, department  of  surgery. 

The  seminars  will  be  credited  by  the  AMA  to- 
ward the  Physicians  Recognition  Award,  and  by 
the  American  College  of  Emergency  Physicians 
for  continuing  education  requirements  for  its 
members. 

Detailed  announcements  showing  registration 
fees,  advanced  registration  forms,  and  housing  in- 
formation are  available  from  the  Trauma  Divi- 
sion, American  College  of  Surgeons,  55  East  Erie 
Street,  Chicago,  111.  60611. 

Dr.  Oscar  P.  Hampton,  Jr.,  assistant  director 
and  Director  of  the  Trauma  Division  of  the 
American  College  of  Surgeons  provides  staff  sup- 
port for  this  and  all  trauma  programs. 

The  purpose  of  the  American  College  of  Sur- 
geons’ Committee  on  Trauma,  since  its  inception 
in  1922,  is  to  carry  on  a conscientious  campaign 
of  professional  and  public  education  to  achieve 
improvements  in  all  phases  of  care  of  the  injured 
at  the  scene  of  the  accident,  transportation  to  the 
hospital,  emergency  department  care  and  in  the 
hospital. 

AMA  Plans 
Medical  Ethics  Congress 

The  AMA  Judicial  Council's  fourth  national 
congress  on  medical  ethics  will  be  held  April  26- 
28,  1973,  at  the  Washington  Hilton  in  Washing- 
ton, D.  C. 

Among  the  subjects  to  be  discussed  will  be: 
What  Is  Medical  Ethics;  How  Does  the  Student 
or  the  Resident  or  the  Nurse  See  Medical  Ethics; 
The  Teaching  of  Medical  Ethics;  Medical  Ethics 
and  the  New  Biology;  Voluntarism  vs  Compul- 
sion; etc.  A skit  will  be  presented  on  “Grand 
Rounds  on  Medical  Ethics.” 
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What  it  means 
to  live  and  work  ii 
Tipton  County, 

Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


i 1 Persons  without  solar  keratoses  Hi  Persons  with  solar  keratoses 
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Neurosurgical  Emergencies 

FORREST  T.  TUTOR,  M.D. 

Tupelo,  Mississippi 


The  brain  does  not  tolerate  quick  elevations  of 
intracranial  pressure.  If  these  rapid,  severe  in- 
creases in  pressure  are  not  quickly  relieved,  death 
will  soon  result.  The  brain  is  enclosed  in  a bony 
box  without  much  extra  room  and  any  sudden 
severe  increase  in  intracranial  pressure  will  result 
in  transmitted  pressure  to  the  vital  life-preserving 
centers  of  the  brain  stem. 

The  extra-dural  hematoma  is  a good  example 
of  the  emergency  produced  by  sudden  severe  in- 
creased intracranial  pressure.  The  extra-dural 
hematoma  results  from  division  of  the  middle 
meningeal  artery  from  a fracture  or  distortion  of 
the  skull  with  resulting  high  pressure  arterial 
bleeding  into  the  extra-dural  space.  The  following 
case  is  representative  of  the  typical  history  of  an 
extra-dural  hematoma. 

Case  No.  1:  R.H.,  a 13-year-old  white  male, 
was  visiting  friends  in  Tupelo.  He  was  riding  a 
bicycle  rapidly  down  a long  hill  and  had  a wreck. 
He  was  rendered  unconscious  for  a few  minutes, 
then  regained  consciousness  and  seemed  alright 
on  the  way  to  the  hospital  to  see  one  of  the  pe- 
diatricians. The  pediatrician  saw  the  child  in  the 
emergency  room  and  found  him  to  be  neuro- 
logically  negative  and  sent  him  to  the  radiology 
department  for  skull  x-rays.  He  called  me  to  take 
a look  at  the  child.  I found  him  to  be  comatose 
with  a dilated  and  fixed  right  pupil  with  weakness 
and  spasticity  of  the  left  extremities.  The  child 

Presented  before  the  Northeast  Mississippi  Medical  So- 
ciety, September  1972. 

From  the  Department  of  Surgery,  North  Mississippi 
Medical  Center.  Tupelo.  Miss. 


was  rushed  to  the  operating  room  and  a burr  hole 
placed  on  the  right  side,  the  side  of  the  dilated 
pupil.  A huge  extra-dural  hematoma  was  en- 


The  author  discusses  neurosurgical  emer- 
gencies in  which  a sudden  elevation  of  in- 
tracranial pressure  occurs  in  compound  de- 
pressed skull  fractures  and  also  talks  about 
spinal  cord  injuries.  He  emphasizes  the  im- 
portance of  time  lapse  between  pathologic 
insult  and  treatment  with  regard  to  final  re- 
sults and  gives  several  illustrative  case  his- 
tories. 


countered  and  evacuated.  The  dura  was  depressed 
two  inches  from  the  inner  table  of  the  skull.  The 
child  woke  up  on  the  table  and  started  talking. 
At  the  termination  of  the  surgery  he  was  alert,  the 
right  pupil  was  reacting  and  he  was  otherwise 
neurologically  negative.  He  has  been  completely 
normal  ever  since.  The  skull  film  was  read  as 
normal  and  it  was  only  because  of  attention  being 
focused  on  the  region  of  the  middle  meningeal 
that  a linear  fracture  was  seen  in  the  temporal 
region. 

The  important  events  of  this  case  are  the  head 
injury  with  the  concussion,  the  patient's  regaining 
consciousness,  then  rapidly  lapsing  into  coma  with 
a dilated  and  fixed  pupil  with  a contralateral 
hemiplegia  and  spasticity  with  a fracture  in  the 
region  of  the  middle  meningeal  artery. 
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The  child  would  likely  have  been  dead  or  ir- 
reversibly damaged  within  an  hour’s  time.  When 
the  above  criteria  are  partially  or  completely  filled, 
quick  diagnosis  and  evacuation  are  imperative. 

Compound  depressed  skull  fractures  should  be 
considered  a real  emergency,  not  because  of  the 
depressed  skull  fracture  alone,  but  because  of  the 
great  danger  of  meningitis  or  a brain  abscess  as  a 
complication.  Whenever  there  is  a wound  of  the 
head  that  lacerates  the  scalp  and  produces  an  un- 
derlying depressed  skull  fracture,  there  is  always 
contaminated  material  introduced  into  the  depth 
of  the  wound.  In  almost  every  case  of  compound 
depressed  skull  fracture  there  is  foreign  material 
in  the  form  of  dirt,  hair,  pieces  of  hats  or  caps 
introduced  into  the  wound.  If  this  contaminated 
debris  is  not  removed  quickly  and  the  wound  ir- 
rigated well  and  the  patient  started  on  antibiotics, 
meningitis  or  brain  abscess  will  soon  result.  If 
proper  measures  are  taken  to  prevent  such  com- 
plications, these  patients  will  almost  always  do 
well.  Large  doses  of  antibiotics  should  be  given 
intravenously  or  intramuscularly  as  soon  as  the  pa- 
tient is  examined.  An  immediate  consultation  with 
a neurosurgeon  should  be  obtained  and  immediate 
surgery  carried  out  for  proper  debridement  of  the 
wound  with  removal  of  the  debris.  There  is  often 
an  accompanying  intracerebral  hematoma  which 
will  serve  as  excellent  culture  media  for  the  con- 
taminated material.  This  problem  is  well  illu- 
strated by  case  number  two  as  follows. 

SECOND  CASE  REPORT 

Case  No.  2:  J.P.,  a 36-year-old  white  male,  was 
admitted  with  a history  of  having  been  involved 
in  an  automobile  accident  in  which  his  automobile 
was  struck  by  another  vehicle.  An  argument  de- 
veloped between  the  patient  and  the  driver  of  the 
other  vehicle  and  the  other  individual  reached 
into  his  pickup  truck  for  an  ax  with  which  he 
struck  the  patient  on  the  forehead.  The  patient 
was  not  rendered  comatose  but  was  dazed.  He 
was  brought  to  the  emergency  room,  where  he 
was  found  to  be  alert  and  neurologically  negative. 
X-rays  of  the  skull  showed  a depressed  skull 
fracture  of  the  left  frontal  region  and  there  was 
an  overlying  laceration.  The  patient  was  placed 
on  Polycillin  500  mg.  IM  Q4H.  After  x-rays  of 
the  skull  were  made  which  showed  the  compound 
depressed  skull  fracture,  the  patient  was  taken  im- 
mediately to  the  operating  room  where  the  wound 
was  explored.  The  bone  was  depressed  approxi- 
mately an  inch  and  there  was  an  underlying  lacer- 
ation of  the  dura  with  a small  hematoma.  There 


was  contaminated  material  in  the  depths  of  the 
wound.  The  hematoma  and  necrotic  brain  were 
aspirated,  and  the  tear  in  the  dura  was  sutured. 
The  bone  fragments  were  removed.  Postopera- 
tively  the  patient  did  extremely  well.  He  was  dis- 
charged four  days  after  surgery  and  later  returned 
for  removal  of  his  sutures.  He  has  continued  to 
do  well  and  has  shown  no  signs  of  meningitis  or 
brain  abscess. 

There  is  probably  no  neurosurgical  problem 
that  can  do  better  if  handled  correctly  or  worse 
if  handled  improperly  than  the  compound  de- 
pressed skull  fracture. 

SPINAL  CORD 

In  any  discussion  of  neurosurgical  emergencies, 
the  spinal  cord  should  not  be  neglected.  It  is  well 
known  that  the  treating  physician  has  only  a few 
hours  of  grace  in  which  to  reverse  many  condi- 
tions producing  interruption  of  function  of  the 
spinal  cord.  Many  cases  of  transverse  myelitis  are, 
of  course,  irreversible  if  there  is  a total  anatomical 
or  physiological  division  of  the  spinal  cord,  but 
every  effort  should  be  made  to  give  these  patients 
the  benefit  of  the  doubt.  This  emergency  situation 
is  best  exemplified  by  the  epidural  abscess  of  the 
spinal  cord.  Case  number  three  is  about  such  a 
patient. 

Case  No.  3:  W.R.,  a 52-year-old  white  male, 
had  several  sebaceous  cysts  removed  under  local 
anesthesia  at  a nearby  hospital.  Sometime  there- 
after he  was  found  to  be  paraplegic  with  complete 
loss  of  motor  function  of  the  lower  extremities. 
The  patient  apparently  had  noted  gradual  weak- 
ness in  his  legs  for  several  days  prior  to  complete 
loss  of  function.  At  this  time  he  also  lost  control 
of  his  bowels  and  bladder.  He  was  not  transferred 
for  neurosurgical  evaluation  until  four  days  later. 

At  the  time  he  was  seen  in  the  emergency  room 
he  had  a total  transverse  myelitis  with  a sensory 
loss  up  to  the  level  of  the  C-6  dermatome  with  no 
movement  of  the  lower  extremities,  no  reflexes  in 
the  lower  extremities,  with  only  diaphragmatic 
respirations  and  ability  to  flex  the  arms  but  not 
to  extend  them. 

An  emergency  myelogram  was  carried  out 
which  showed  a positive  Queckenstedt.  The  pro- 
tein was  greatly  elevated  at  600  mg.  per  cent  and 
there  was  total  block  of  the  flow  of  dye  at  the 
level  of  C6-C7.  It  was  felt  that  he  had  probably 
suffered  irreversible  damage  to  the  spinal  cord 
and  that  surgery  would  probably  be  of  no  benefit 
to  him,  but  it  was  felt  that  an  emergency  decom- 
pression should  be  carried  out.  At  the  time  of 
surgery  a collection  of  pus  was  encountered  in 
the  lower  cervical  region.  Postoperatively  there 
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was  no  change  in  the  neurological  status  of  the 
patient.  Throughout  his  long  hospitalization  there 
was  no  sign  of  improvement,  and  he  was  later 
transferred  to  a nursing  home.  He  remained  para- 
plegic and  recently  died.  The  exact  cause  of  his 
death  is  not  known,  but  he  almost  certainly  died 
from  a complication  of  his  paraplegia,  most  likely 
urinary  tract  infection. 

If  this  patient  could  have  been  seen  and  decom- 
pressed prior  to  loss  of  all  function,  he  may  have 
recovered. 


SUMMARY 

In  summary,  the  neurosurgical  emergencies 
have  several  features  that  have  been  emphasized. 
One  of  the  more  important  is  the  time  between 
pathologic  insult  and  treatment  with  regard  to 
final  results.  Infection  secondary  to  trauma  can 
be  greatly  reduced  with  prompt  debridement  with 
irrigation  and  repair  of  depressed  skull  fractures 
or  injuries  to  the  spinal  cord.  *** 

605  Garfield  Street  (38801) 


MEDICAL  PROGRESS 

As  the  doctor  examined  the  patient  he  remarked,  “You  seemed 
fascinated  by  that  medical  magazine  out  there  in  my  waiting 
room.” 

The  patient  responded,  “I  certainly  was.  The  issue  you  have 
out  there  announces  the  discovery  of  ether.” 


HELP  NEEDED! 

Two  executives  ran  into  each  other  at  the  door  of  their  psy- 
chiatrist's office. 

“Hello,”  said  one.  “Are  you  coming  or  going?” 

“If  I knew  that,”  said  the  other,  “I  wouldn't  be  here.” 


REMEMBERING  WHEN 

Parents:  People  who  lie  awake  wondering  if  daughter’s  dream- 
boat  is  one  of  those  ships  that  makes  a pass  in  the  night. 
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Laparoscopy 

IRA  LAMAR  COUEY,  M.D. 

Oxford,  Mississippi 


Laparoscopy  is  the  endoscopic  examination  of 
the  pelvic  organs  by  the  transabdominal  route. 

Endoscopic  examination  of  body  cavities  be- 
came established  around  the  turn  of  the  century, 
in  1901  Kelling  published  in  Hamburg  an  experi- 
mental study  of  endoscopic  exploration  of  the  ab- 
domen carried  out  on  a dog.  In  1910  Jacobeaus 
made  the  first  clinical  application  of  the  method 
exploring  the  abdomen.  Nordentoeft  (1912)  of 
Copenhagen  used  this  method  for  observation  of 
female  genital  organs  in  the  Trendelenburg  po- 
sitions. In  1944  Decker  introduced  culdoscopy. 
In  the  same  year  Palmer  of  Paris  carried  out  his 
endoscopic  approach  to  the  pelvis  through  the 
abdominal  route  in  the  lithotomy-Trendelenburg 
position  after  gaseous  distention  of  the  abdomen 
and  employed  a cannula  to  elevate  the  uterus. 

Although  this  procedure  may  frequently  ob- 
viate exploratory  laparotomy,  it  can  also  avoid 
serious  delay  in  applying  proper  surgical  therapy. 

The  principal  indications  are: 

(1)  Suspected  tubal  ectopic  pregnancy  (im- 
portant to  make  early  diagnosis  of  Intact  Tubal 
Pregnancy). 

(2)  Investigation  of  certain  types  of  sterility 
due  to  suspected  adnexal  disease. 

(3)  Primary  or  secondary  amenorrhea  as- 
sociated with  developmental  anomalies. 

(4)  Suspected  pelvic  endometriosis  of  limited 
extent. 

(5)  Assessment  of  chronic  pelvic  inflammatory 
disease. 

(6)  Differential  diagnosis  of  ovarian,  uterine, 
or  other  masses  of  small  size,  or  those  complicat- 
ing the  first  three  months  of  pregnancy. 

(7)  Unexplained  pelvic  pain. 

(8)  Differential  diagnosis  of  some  causes  of 
ascites. 

Pneumoperitoneum  of  short  duration  appears 
to  have  a transitory  effect  on  the  vital  capacity 
and  the  ECG  tracings.  Because  of  the  elevation 


From  the  Department  of  Obstetrics  and  Gynecology, 
Oxford-Lafayette  County  Hospital,  Oxford.  Miss. 


of  the  diaphragm  produced  by  the  pneumoperito- 
neum and  the  steep  Trendelenburg  position,  ade- 
quate pulmonary  ventilation  is  essential  and  in- 
haled oxygen  concentration  should  be  high.  By 
splinting  of  the  diaphragm  and  increased  abdom- 
inal pressure  there  is  decreased  venous  return  to 


The  author  gives  a brief  background  on 
development  of  the  procedure  of  laparoscopy, 
the  endoscopic  examination  of  the  pelvic 
organs  by  the  transabdominal  route.  He  dis- 
cusses principal  indications,  contraindica- 
tions, dangers  and  complications,  use  in 
treatment  of  infertility,  tumors  and  steriliza- 
tion. 


the  heart.  Inadequate  ventilation  may,  therefore, 
precipitate  cardiac  arrythmia.  Some  suggest  an 
injection  of  0.4  to  0.8  mg.  of  atropine  just  before 
COj  insufflation,  noting  that  gaseous  distention 
may  precipitate  reflex  vagal  stimulation  with  re- 
sultant bradycardia  and  hypotension.  This  may 
also  necessitate  a rapid  infusion  of  about  700  cc. 
of  Ringers  Lactate  at  the  time  of  induction  of 
anesthesia  to  guard  against  hypotension. 

Laparoscopy,  then,  is  contraindicated  if  the 
patient  has  circulatory  or  respiratory  deficiencies 
which  render  this  procedure  a hazard. 

Lesions  which  contraindicate  laparoscopy  are: 

(1)  Diaphragmatic  hernia. 

(2)  Some  previous  abdominal  operations. 

(3)  Acute  generalized  peritonitis  or  past  his- 
tory of  it. 

(4)  Chronic  tuberculous  peritonitis. 

Some  dangers  and  complications  are: 

( 1 ) Complications  of  introduction  of  the  nee- 
dles. 

a.  Hemorrhage  from  puncture  of  abdominal 

wall  vessels  with  hematoma  formation. 

b.  Intestinal  perforation  with  needle  and 

with  trocar. 
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(2)  Bleeding  from  tubal  cauterization  is  one  of 
the  more  serious  complications  with  many  au- 
thors (5  of  200  cases). 

(3)  Complications  of  the  introduction  of  gas. 


(4)  Complications  from  introduction  of  exces- 
sive quantities  of  gas  in  error. 

a.  Aggravation  of  existing  hernias. 

b.  Pneumothorax. 

c.  Rupture  of  diaphragm. 

d.  Respiratory  and  circulatory  embarrass- 
ment. 

The  necessary  points  for  a successful  procedure 
include  general  anesthetic;  good  relaxation  of  the 
abdominal  wall;  adequate  pneumoperitoneum; 
means  of  manipulating  the  uterus;  emptied  colon; 
and  emptied  bladder  immediately  before  the  pro- 
cedure. 

In  a study  conducted  at  the  University  of  Mich- 
igan by  Peterson  and  Behrman  over  a two-year 
period,  276  laparoscopies  were  done  to  evaluate 
the  infertile  patient.  Analysis  revealed  that  60  per 
cent  of  all  patients  with  unexplained  infertility 
had  pelvic  abnormalities  that  were  detected  for 
the  first  time  by  laparoscopy. 

ENDOMETRIOSIS 

One  of  three  patients  with  unexplained  infer- 
tility will  have  endometriosis,  the  extent  of  which 
is  minimal  and  cannot  be  detected  by  pelvic  exam 
or  suspected  from  the  patient’s  history. 

One  of  five  patients  will  have  pelvic  adhesions 
that  could  easily  affect  tubal-ovarian  motility  and 
ovum  pick-up.  Many  will  give  no  history  of  a 
predisposing  cause. 

Effective  management  of  the  patient  with  oligo- 
ovulation  or  secondary  amenorrhea  has  been 
greatly  facilitated  by  the  laparoscope.  Not  only 
can  the  diagnosis  of  polycystic  ovarian  disease  be 
confirmed,  but  the  occasional  patient  with  such 
ovaries  of  normal  size  can  be  readily  identified. 
More  important  is  the  fact  that  half  of  these  pa- 
tients may  demonstrate  anatomically  normal 
ovaries,  even  though  they  show  no  evidence  of 
follicular  activity.  Biopsy  can  give  definitive  diag- 
nosis and  at  times  this  may  be  therapeutic  with 
establishment  of  menstruation. 


Follow-up  observation  in  infertile  patients 
should  include: 

( 1 ) Tuboplasty — Before  procedure  to  see  if  it 
necessary.  Follow-up  evaluation. 

(2)  Post  medical  treatment  for  ovarian  dys- 
trophies. 

Suspected  congenital  anomalies  including  ab- 
sence of  the  vagina  are  indications  for  laparos- 
copy. 

TUMORS 

Laparoscopy  permits  establishment  of  the 
origin  of  small  tumors  (uterine,  ovarian,  etc.), 
facilitates  biopsy,  and  gives  an  opportunity  to 
aspirate  follicular  or  other  cysts.  Aspiration  of  a 
small  cyst  followed  by  cystological  exam  can  give 
accurate  information  about  the  histogenesis  of 
the  cyst. 

Ascites  and  multiple  tumor  masses  contraindi- 
cate laparoscopy. 

Compared  with  the  classic  methods  of  steriliza- 
tion via  laparotomy  or  colpotomy,  operative  lap- 
aroscopy appears  to  offer  decided  advantages: 
hospitalization  is  brief;  short-acting  general  an- 
esthetic is  used;  there  is  little  or  no  postoperative 
discomfort;  a small  incision  leaves  no  unsightly 
scars;  and  good  visualization  of  all  the  pelvic  or- 
gans can  be  obtained  during  the  procedure.  The 
results  of  sterilization  with  laparoscopy  are,  so 
far,  better  than  the  more  classic  method.  (Pome- 
roy— failure  1 in  50  at  c-section;  1 in  350  non 
c-section.) 

Peterson  and  Behrman  at  the  University  of 
Michigan  had  one  failure  in  186  patients  by  lap- 
aroscopy. This  patient  had  only  the  tubes  cauter- 
ized without  resection.  (Steptoe  reports  a 10  per 
cent  tubal  patency  in  a series  of  30  patients  who 
had  tubal  cauterization  without  resection.) 
Thompson  and  Wheeless  had  one  failure  in  1,000 
patients.  *** 

2200  South  Lamar  (38655) 
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a.  Gas  embolism  from  perforation  of  a pari- 
etal vessel  (Goulen  and  associates  noted  four 
cases  of  cardiac  arrest  due  to  CCT  embolism). 

b.  Parietal  emphysema. 

c.  Injection  of  gas  into  intraabdominal  vis- 
cera, especially  the  omentum. 
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Evaluation  of  Several  Methods 

of  Surgical  Scrub 

WALTER  E.  GOWER,  M.D. 

Duluth,  Minnesota 


This  study  was  initiated  to  evaluate  the  effec- 
tiveness of  several  methods  of  surgical  scrub  em- 
ployed for  many  years  at  the  Department  of 
Orthopedic  Surgery  at  The  University  of  Iowa. 

All  surgical  scrubs  in  the  initial  phase  of  this 
study  were  done  by  the  author.  Each  method 
was  limited  to  10  minutes  or  less.  The  method  of 
bacteriological  evaluation  employed  was  that  de- 
scribed by  Gale  et  al.1  Prior  to  the  surgical  scrub 
the  fingertips  of  the  thumb  and  fingers  were 
touched  to  the  surface  of  the  agar  in  such  a man- 
ner that  the  fingernails  broke  the  surface  of  the 
agar.  This  was  done  for  both  the  right  and  left 
hands  using  separate  blood  agar  plates.  Immedi- 
ately after  the  surgical  scrub  a new  set  of  blood 
agar  plates  was  imprinted.  Sterile  surgical  gloves 
were  then  put  on  and  the  wrists  secured  with  rub- 
ber bands.  No  attempt  was  made  to  keep  the  out- 
side of  the  gloves  sterile.  After  one,  two,  and 
three  hours  the  gloves  were  removed  and  new 
sets  of  blood  agar  plates  were  imprinted.  A new 
pair  of  gloves  was  used  after  the  one  and  two 
hour  plates  were  imprinted.  Pre-powdered  dispos- 
able gloves  were  used  which  are  supplied  sterile 
by  the  manufacturer.  As  a control,  blood  agar 
plates  were  imprinted  initially,  hands  were  held 
in  the  air  for  10  minutes  but  no  scrub  employed, 
and  then  a second  set  of  plates  were  imprinted. 
Following  this,  sterile  gloves  were  put  on  and  sub- 
sequent plates  were  imprinted  after  one,  two  and 
three  hours.  Only  one  scrub  or  control  was  done 
each  day.  Five  repetitions  of  each  method  of 
scrub  and  five  controls  were  done  and  the  results 
of  the  five  repetitions  were  averaged.  After  the 
three  hour  plates  were  imprinted,  all  10  of  the 
plates  were  incubated  at  37°  C for  24  hours.  The 
numbers  of  bacterial  colonies  per  fingerprint  were 
then  counted  and  totals  for  the  10  digits  ob- 
tained. In  a few  cases  there  was  such  luxuriant 
growth  on  the  pre-scrub  plates  that  the  colonies 

Dr.  Gower  is  in  the  private  practice  of  orthopedics  in 
Duluth.  Minnesota.  This  paper  was  prepared  during 
his  period  of  residency  at  The  University  of  Iowa  Col- 
lege of  Medicine. 

This  article  is  reprinted  with  permission  from  the  Dec. 
1972  issue  of  the  Journal  of  the  Iowa  Medical  Society. 


tended  to  merge.  In  these  cases  where  the  colonies 
per  fingerprint  exceeded  50,  estimates  were  made 
as  accurately  as  possible.  The  colony  counts  were 
done  with  the  aid  of  a 2X  magnifying  lens. 
Greater  than  95%  of  the  colonies  were  Staphylo- 
coccus epidermidis. 

Three  methods  of  surgical  scrub  were  in  use 
at  the  time  this  study  was  initiated.  These  con- 
sisted of  use  of  either  Phisohex  (3%  hexachloro- 
phene  detergent  lotion),  10%  aqueous  solution 
of  polyvinylpyrrolidone  iodine,  or  scrubbing  with 
tincture  of  green  soap,  drying  with  a sterile  towel 
and  immersing  the  hands  and  forearms  in  cylin- 
drical tanks  containing  H1ACA  solution.  HIACA 
solution  is  prepared  by  the  hospital  pharmacy  and 
is  composed  of  70%  isopropyl  alcohol,  0.5% 
cetyl  alcohol  and  0.1%  hexachlorophene.  Three 
gallons  of  HIACA  solution  are  placed  in  each  of 
two  cylindrical  tanks,  used  for  five  days  and  then 
discarded.  When  Phisohex  or  PVP  iodine  were 
used  alone,  fingernails  were  cleaned  and  a three 
cycle  scrub  using  a brush  and  lasting  seven 
minutes  was  done,  the  hands  were  rinsed  under 
running  water,  dried  with  a sterile  towel  and  the 
blood  agar  plates  imprinted.  When  Phisohex, 
PVP  iodine,  or  tincture  of  green  soap  scrubs  were 
followed  by  immersion  in  HIACA  solution,  the 
hands  were  dried  prior  to  immersion.  After  im- 
mersion in  HIACA  solution  the  hands  were  held 
in  the  air  for  three  minutes  prior  to  imprinting 
the  blood  agar  plates.  When  the  HIACA  dip  is 
used  prior  to  surgery  the  hands  are  not  dried  with 
a towel  but  simply  air  dried  for  several  minutes 
before  putting  on  gown  and  gloves.  To  test  the 
effectiveness  of  HIACA  solution  by  itself  without 
prior  surgical  scrub  or  cleaning  of  the  fingernails, 
five  trials  were  carried  out  employing  only  a two 
minute  period  of  immersion  in  HIACA  solution. 

In  the  second  phase  of  this  study  one  method. 
Phisohex  scrub  followed  by  two  minute  immer- 
sion in  HIACA  was  tested  on  seven  individuals 
participating  in  two  surgical  procedures  of  total 
hip  replacement  arthroplasty  on  two  different 
days.  Two  of  the  surgeons  were  the  same  for  both 
procedures  and  thus  nine  sets  of  data  were  ob- 
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Figure  1.  Surgical  nurse  dipping  hands  and  fore- 
arms in  HIACA  solution  for  2 minutes. 


tained.  Blood  agar  plates  were  imprinted  before 
scrub,  after  immersion  in  HIACA  solution,  and 
two  hours  later  after  the  completion  of  the  sur- 
gery. 

The  scrub  index  represents  the  number  of  bac- 
terial colonies  expressed  as  a percentage  of  the 
total  number  of  colonies  in  the  pre-scrub  sample. 
The  averages  of  five  separate  tests  of  each  method 
are  shown  in  Table  I.  The  colony  counts  for  the 
control  increased  during  the  three  hour  period 


Figure  2.  The  fingertips  are  touched  to  the  sur- 
face of  a blood  agar  plate  in  such  a fashion  as  to 
break  the  surface  with  the  fingernails. 


while  wearing  gloves.  When  Phisohex  scrub  alone 
was  used  there  were  26%  as  many  colonies  pres- 
ent after  scrubbing  as  before  scrubbing  but  only 
2%  as  many  after  one  and  two  hours  and  1% 
after  three  hours  of  wearing  gloves.  This  appears 
to  represent  a continuing  antibacterial  action  of 
Phisohex  during  the  three  hours  following  scrub 
that  was  not  observed  when  using  PVP  iodine. 
A two  minute  immersion  in  HIACA  solution 
without  prior  scrub  or  cleansing  of  the  fingernails 
was  more  effective  than  either  Phisohex  or  PVP 
iodine  scrub  alone  and  the  excellent  antibacterial 
effect  was  maintained  during  the  three  hours  after 
scrubbing.  Phisohex,  or  PVP  iodine  or  tincture  of 
green  soap  scrubs,  when  followed  by  two  minute 
immersion  in  HIACA,  were  slightly  better  than 
HIACA  solution  alone. 

Table  II  indicates  the  results  of  nine  trial  uses 
of  Phisohex  scrub  followed  by  two  minutes  im- 
mersion in  HIACA  solution  in  two  total  hip 
arthroplasty  operations.  There  was  no  growth  on 
any  of  the  blood  agar  plates  imprinted  just  prior 
to  surgery  nor  on  six  out  of  nine  following  the 
operation. 

Use  of  two  minute  immersion  in  HIACA  so- 
lution following  surgical  scrub  is  now  standard 
procedure  in  the  Department  of  Orthopedic  Sur- 
gery. Skin  irritation  from  use  of  HIACA  solution 
has  been  a very  infrequent  problem.  It  appears 


TABLE  I 
SCRUB  INDEX 


Pre-scrub 
( Per  Cent) 

Post-scrub 
( Per  Cent) 

1 Hour 
(Per  Cent) 

2 Hours 
(Per  Cent) 

3 Hours 
(Per  Cent) 

Control  (no  scrub)  

100 

101 

125 

127 

129 

Phisohex  (3  per  cent  hexachlorophene) 

100 

26 

2 

2 

1 

PVP  iodine 

100 

38 

53 

35 

35 

HIACA 

100 

3 

0 

1 

1 

Green  soap  plus  HIACA 

100 

0 

0 

0 

4 

Phisohex  plus  HIACA 

100 

0 

0 

0 

1 

PVP  iodine  plus  HIACA 

100 

0 

0 

0 

1 
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TABLE  II 

SCRUB  INDEX  BEFORE  AND  AFTER 
TOTAL  HIP  REPLACEMENT  ARTHROPLASTY 


Pre-scrub 
( Per  Cent) 

Post-scrub 
( Per  Cent) 

Post-surgery 
(2  hours) 
(Per  Cent) 

R.J. 

100 

0 

0 

R.J. 

100 

0 

19 

J.T. 

100 

0 

0 

J.T. 

100 

0 

0 

TO. 

100 

0 

12 

D.C. 

100 

0 

1 

B.W. 

100 

0 

0 

R.C. 

100 

0 

0 

M.S. 

100 

0 

0 

this  method  improves  significantly  on  the  results 
achieved  by  surgical  scrub  alone. 

Reduction  of  the  bacterial  flora  of  the  patient's 
skin  and  of  the  surgeon’s  hands  to  the  lowest  pos- 
sible level  is  the  objective  of  pre-operative  scrub- 
bing and  use  of  antiseptics.  Attention  to  detail 
in  the  use  of  antiseptics  can  result  in  very  effec- 
tive control  over  the  bacterial  flora  of  the  skin. 
The  continuing  quest  to  reduce  the  incidence  of 
wound  infection  in  clean  surgical  cases  to  the  ab- 
solute minimum  demands  an  interest  on  the  part 
of  every  surgeon  in  understanding  and  controlling 
the  many  factors  that  play  a role  in  the  bacterio- 
logical environment  of  the  operating  room. 

SUMMARY 

A bacteriological  evaluation  of  several  methods 
of  surgical  scrub  has  been  described.  The  use 


Figure  3.  Typical  appearance  of  the  colonies  of 
Staphylococcus  epidermidis  which  are  obtained  from 
one  fingertip  prior  to  surgical  scrub. 


Figure  4.  Bacterial  colonies  are  present  on  the 
pre-scrub  blood  agar  plate  and  absent  on  the  plates 
obtained  after  Phisohex  scrub  and  2 minute  dip  in 
HI  AC  A.  The  top  plate  shows  absence  of  bacterial 
growth  3 hours  after  scrubbing. 

of  HIACA  solution,  containing  70  per  cent  al- 
cohol, as  a two  minute  post-scrub  dip  is  an  effec- 
tive method  of  reducing  the  bacterial  flora  of  the 
surgeon's  hands. 
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Administrative  Aspects  of  General 
Medical  Practice  Under  England’s 

National  Health  Service 

MICKEY  C.  SMITH,  Ph  D. 
University,  Mississippi 


There  is  no  limit  to  the  need  for  medical  care; 

and  at  nil  price  the  demand  for  it  is  infinite. 

J.  Enoch  Powell 

Amid  the  alarm  and/or  anticipation  (depending 
upon  the  point  of  view)  now  widely  expressed 
concerning  proposals  for  a national  health  insur- 
ance program  in  the  United  States,  it  is  easy  to 
overlook  the  fact  that  Great  Britain  has  been  op- 
erating a national  health  insurance  scheme,  with 
variations,  for  more  than  60  years!  Further,  the 
more  comprehensive  National  Health  Service  is 
now  approaching  its  25th  birthday.  It  seems  ap- 
propriate, therefore,  to  look  to  England  for  some 
idea  of  what  medical  practice  is  like  under  a na- 
tional system.  The  author  had  this  opportunity 
during  a five-month  stay  there  in  the  last  half  of 
1972. 

The  more  dramatic  problems  associated  with 
the  National  Health  Service  have  received  wide 
attention  in  the  press  over  the  years.  It  is  my  in- 
tention to  provide  some  views  of  the  more  prac- 
tical aspects  of  the  day-to-day  administration  of 
a general  medical  practice  in  England  today,  and 
a look  at  some  changes  which  might  occur  when 
the  NHS  undergoes  a major  reorganization  ef- 
fective in  1974. 

The  most  important  immediate  government 
body  from  the  point  of  view  of  the  general  med- 
ical practitioner  is  the  executive  council.  This  is 
the  administrative  agency  which  pays  his  salary, 
provides  supplies,  arbitrates  disputes,  and  (where 
necessary,  and  not  exclusively)  administers  dis- 
cipline. The  place  of  the  executive  council  in  the 
present  NHS  is  shown  in  Figure  1.  It  will  be  ap- 
parent from  examination  of  Figure  1 that  health 
care  delivery  in  England  is,  in  fact,  accomplished 

From  the  Department  of  Health  Care  Administration. 
School  of  Pharmacy,  University  of  Mississippi,  Uni- 
versity, Miss. 


through  three  channels:  the  hospital  boards,* 
which  see  to  the  hospitalized  patient  and  employ 
the  medical  specialist,  the  local  health  authorities 


The  author  has  described  briefly  some  of 
the  day-to-day  aspects  of  administration  of 
the  English  National  Health  Service  as  they 
affect  the  general  medical  practitioner  in 
that  country.  Included  are  terms  of  service, 
paperwork , and  methods  of  organization  of 
the  health  services. 


which  may  be  very  roughly  equated  with  our 
county  health  departments,  and  the  general  prac- 
tice services. 

An  executive  council  will  be  made  up  of  pro- 
viders of  care  and  consumers,  some  appointed 
from  above,  some  elected  by  members  of  the  pro- 


Present  Structure  of  the  British  National  Health  Service 


Figure  1 


* Note  that  teaching  hospitals  are  operated  under  a 
separate  board  of  governors. 


MARCH  1973 


85 


BRITISH  SYSTEM  / Smith 


The  Reorganized  National  Health  Service 


fessions.  The  executive  council  acts  officially  at 
its  quarterly  meetings,  with  most  of  the  back- 
ground work  taking  place  in  committees.  Execu- 
tive councils  vary  considerably  in  size,  but  each 
has  a minimum  full-time  administrative  staff  con- 
sisting of  the  clerk,  plus  appropriate  staff  depend- 
ing on  size  of  the  area.  The  committee  structure  of 
a typical  executive  committee  appears  in  Figure  2. 

I attended  a quarterly  meeting  of  an  executive 
council.  Such  meetings  are  usually  open  to  the 
public,  but  I was  the  only  nonmember  in  attend- 
ance with  the  exception  of  two  newspaper  report- 
ers who  regularly  “cover”  such  meetings.  Some  of 
the  flavor  of  the  proceedings  may  be  gained  by 
a brief  resume  from  the  agenda: 

(1)  Apologies  (for  not  attending)  from  two 
physicians,  one  dentist,  one  consumer — the  com- 
mittee totals  30. 

(2)  Consideration  of  previous  minutes. 

(3)  Committee  proceedings — The  most  im- 
portant, as  expected,  was  the  Finance  and  Gen- 
eral Purposes  Committee,  which  reported  that: 

A.  Permission  was  refused  for  another  phy- 
sician to  join  a local  partnership  as  the  supply 
was  already  adequate. 

B.  A three-man  group  practice  was  approved 
a grant  to  improve  their  premises. 

C.  A five-man  group  practice  was  allowed  to 
change  their  hours  of  service  and  to  hire  an 
M.D.  as  an  assistant. 

(4)  The  reorganization  of  the  NHS  (see  be- 
low) was  discussed  at  some  length  and  a four-man 

Executive  Council  Committee  Structure 


Figure  2 


Source:  Shortell  and  Gibson 

Broken  Lines:  Coordination  and  Liaison 

Solid  Lines:  Direct  Control 

Figure  3 

working  party  appointed  to  study  the  65-page 
description  of  the  proposals. 

(5)  An  appointment  was  made  to  the  Joint 
Services  Committee,  while  noting  that  it  “hardly 
ever  meets.” 

(6)  Discussion  was  held  concerning  the  limita- 
tion of  sales  of  hypodermic  syringes  because  of 
their  potential  use  in  drug  abuse.  A consumer 
member  asked  if  some  even  more  dangerous 
method  of  administration  would  then  be  used. 
The  matter  was  dropped. 

(7)  The  next  meeting  date  was  set  and  the 
meeting  adjourned. 

This,  then,  is  the  body  which  officially  admin- 
isters the  NHS  at  the  local  level.  In  fact,  of  course, 
the  bulk  of  the  service  runs  on  its  own  momentum 
and  it  is  generally  agreed  that  within  the  limits  of 
available  resources  (which  may  be  quite  limited) 
the  general  practitioner  has  freedom  to  practice 
medicine  as  he  believes  best,  ostensibly  without 
having  to  be  concerned  with  the  financial  side.  As 
a leading  proponent  of  even  greater  social  control 
puts  it,  the  principles  on  which  the  NHS  is  based 
“take  medicine  out  of  the  market  place.”1  Yet  the 
concern  still  exists  in  the  U.  S.  of  “control  by 
bureaucrats,”  declining  working  conditions,  etc. 
On  the  British  side  of  the  Atlantic  these  concerns 
are  fed  by  statements  such  as  this  one  by  a lead- 
ing conservative:  “The  British  people,  through 
their  Parliament  have,  at  present,  willed  on  the 
general  practitioner  an  impossible  task.”-  How 
much  is  he  paid  for  performing  this  impossible 
task? 

TERMS  OF  SERVICE 

It  requires  128  pages  for  the  complete  “State- 
ment of  Fees  and  Allowances  Payable  to  General 
Medical  Practitioners  in  England  and  Wales.”  Ob- 
viously it  will  not  be  possible  even  to  summarize 
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all  of  the  terms  here.  Some  items  are,  however, 
illuminating.  Table  I provides  articles  from  the 
six-page  fee  and  allowance  schedule.  These  are 
far  from  complete,  but  they  do  provide  some  idea 
of  the  level  and  complexity  of  remuneration  for 
the  NHS  general  practitioner.  The  basic  rate  is 
quite  low  by  U.  S.  standards,  certainly.  Indeed, 
the  top  rate,  with  all  possible  additives,  hardly 
compares  with  the  income  of  the  successful  gen- 
eral practitioner  in  the  United  States.  In  some 
ways,  however,  the  NHS  scheme  is  a marvel  of 
the  use  of  the  first  half  of  the  carrot  and  stick 
principle.  Additional  payments  are  made  to  en- 
courage those  practice  characteristics  (group  prac- 
tice, postgraduate  education),  which  the  NHS  has 
judged  desirable. 

Other  payments  are  possible  to  set  up  or  im- 
prove premises,  to  defray  costs  of  office  staff, 
even  for  the  hiring  (if  approved)  of  assistant  phy- 
sicians. In  addition,  in  many  areas  nurses  on  the 
payroll  of  the  local  health  authority  are  assigned 
to  and  performed  their  duties  in  general  prac- 
titioners' offices. 

PAPERWORK 

Aversion  to  paperwork  is  almost  a standard 
part  of  the  job  description  of  the  U.  S.  general 
practitioner.  It  is  probably  a comment  on  cul- 
tural difference  that  complaints  about  “forms" 
are  not  at  the  top  of  the  list  of  British  G.P.  prob- 
lems. This  is  certainly  not  for  lack  of  opportunity. 
Twenty-nine  different  forms  are  listed  to  be  used 
in  claiming  various  fees  and  allowances  such  as 
those  in  Table  1.  Two  forms,  a request  for  opinion 
on  the  fitness  of  a patient  to  work,  and  a request 
by  an  executive  council  for  help  in  locating  a 
patient,  are  shown  here  (see  Figures  4 and  5). 

Prescriptions  are  written  on  standardized  forms 
as  well.  Most  are  the  EC  10,  but  there  are  a num- 
ber of  other  specialized  prescription  forms  which 
must  be  used  in  special  cases,  such  as  an  outpa- 
tient hospital  prescription.  Prescribing  patterns 
are  checked  in  a superficial  way  and  each  phy- 
sician receives  a report  comparing  the  numbers 
and  costs  of  his  prescriptions  with  national  aver- 
ages. Although  it  rarely  happens,  it  is  possible  for 
the  executive  council  to  exact  penalties  against 
a physician  for  “excessive”  prescribing.  This  is 
usually  prevented  by  informal  visits  to  discuss  the 
prescribing  patterns. 

The  U.  S.  physician,  burdened  by  insurance. 
Medicare  and  Medicaid  claims,  must  wonder 
about  the  cost  of  being  relieved  of  that  type  of 
paperwork. 

NHS  REORGANIZATION 

In  1974  local  government  will  undergo  exten- 
sive reorganization  in  England.  At  the  same  time 


TABLE  1 

GENERAL  PRACTICE  FEES  AND  ALLOWANCES 
—NATIONAL  HEALTH  SERVICE 


Fee  or  Allowance  Amount  in  Pounds* 

Basic  Practice  Allowance 

Full  rate 

1540 

p.a. 

First  100  patients 

307 

p.a. 

Each  patient  above  100  up  to  999 
Additions  (full  rates),  to  the  basic 

1.37 

p.a. 

practice  allowance  for  (inter 
alia) 

Practice  as  a member  of  a group 
Seniority 

250 

p.a. 

First  payment 

260 

p.a. 

Second  payment;  a total  of 

520 

p.a. 

Third  payment;  a total  of 
Employment  of  an  Assistant  (full- 

840 

p.a. 

time) 

675 

p.a. 

Standard  capitation  fee  payable  for: 

Each  elderly  patient  on  the  prac- 

titioner’s  list 

1.95 

p.a. 

All  other  patients  on  the  practi- 

tioner’s  list 

1.40 

p.a. 

Vaccination  and  Immunizations 
Emergency  treatment  of  another  doc- 

0.30-0.45 

p.a. 

tor’s  patient 

0.95-1.40 

p.a. 

Postgraduate  Training  Allowance 

130 

p.a. 

Source:  Statement  of  Fees  and  Allowances  Payable  to 
General  Medical  Practitioners  in  England  and  Wales, 
Her  Majesty's  Stationery  Office.  1971. 


*Pound  has  been  varying  in  value  between  $2.40  and 
$2.50. 

the  National  Health  Service  will  undergo  reor- 
ganization. Figure  3 shows  the  planned  organiza- 
tional structure. 

It  is,  of  course,  not  possible  to  know  what  the 
effect  of  the  reorganization  will  be  on  the  practice 
of  the  general  practitioner.  It  is  known  that  the 
general  intent  of  the  changes  is  designed  to  im- 
prove administration  of  the  service  and  not  to 
affect  medical  practice  appreciably.  The  separate 
funding  of  G.P.’s  is  seen  by  some  as  a potential 
problem. 

CONCLUSION 

It  has  been  pointed  out  that: 

The  British  G.P.  acts  as  the  entry  point  into 
the  health  system  to  a much  greater  extent  than 
in  the  U.  S.3 

He  performs  this  function  amid  a welter  of 
administrative  machinery  which,  Davies4  says, 
leaves  the  general  practitioner  without: 

(1)  time  and  facilities  necessary  to  practice 
good  medicine; 
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should  receive  the  most  urgent  and  thorough  study 
here.  *** 


DEPARTMENT  OF  HEALTH  AND  SOCIAL  SECURITY 


Department  of  Health  Care  Administration  (38677) 

REFERENCES 


REQUEST  FOR  OPINION  ON  FITNESS  FOR  WORK 


BLOCK  LETTERS  PLEASE 
Particulars  op  Person  Referred 


For  me  in  Div.  Med.  Office 


Surname 

Address 


Mr. 

Other  Names  Mrs. 

Miss 


National  Insurance  No.  Occupation  (if  known) .. 

Of  not  known  state  National  Health  Service  No.) 

To  The  Divisional  Medical  Officer 
Dear  Sir, 

I am  issuing  certificates  of  incapacity  for  work  for  National  1 
above,  but  would  value  another  opinion  on  the  question  of  fitness^ 
would  arrange  for  l. n • xamination  and  report.  _ 

In  addition  to  clinical  and  other  details  given  ovepl^  pW  note 

(1)  The  patient  is  abl^e>  infi^Ymedical  examination  centre. 

(2)  I do/do  not  wish  to  be  present 

Yours  faithfully. 


ance  purposes  to  my  patient 
1 should  be  glad,  therefore, 


named 
if  you 


Address 


Telephone  No. 


Signed... 


NOTES: — (I)  Please  insert  “not”  if  the  patient  is  unfit  to  attend. 
(2)  Please  delete  as  appropriate. 


FOR  USE  OF  REGIONAL  MEDICAL  SERVICE 


R.M.  3 sent 

R.M.  3a  sent 

R. M.  2a  sent 

S. L.  50  sent - 


Form  R.M.  7 

! 6 67)4  < TJ  W.A.S. 


Figure  4 

(2)  a proper  level  of  income;  and 

(3)  financial  freedom. 

On  the  other  hand,  it  is  widely  believed  in  En- 
gland, at  least  among  the  laymen,  that  these  losses 
by  the  physician  are  more  than  compensated  for 
through  gains  by  the  patient  in  terms  of  access  to 
medical  care. 

Whether  the  shortcomings  of  the  National 
Health  Service  (from  the  point  of  view  of  the  gen- 
eral practitioner)  might  be  ameliorated  through 
some  alternative  administrative  machinery  or 
arise  from  some  more  basic  flaw  in  government 
medicine  as  a delivery  system  are  questions  which 


1.  Murray,  D.  Stark:  Why  a National  Health  Service? 
London,  Pemberton  Books,  1971,  p.  3. 

2.  Davies,  Wyndham:  Health  or  Health  Service.  London, 
Charles  Knight  and  Company,  Ltd.,  1972,  p.  12. 

3.  Shortell,  Stephen  M.  and  Geoffrey  Gibson:  The  Brit- 
ish National  Health  Service:  Issues  and  Reorganiza- 
tion. Health  Services  Research  6:316,  Winter,  1971. 

4.  Davies,  op  cit.,  p.  13. 


Surname 


Forenames 


ADDRESS 


N.H.S.  No. 

Date  of  Bl  rth 

D 

M 

Y 

NATIONAL  HEALTH  SERVICE 


..EXECUTIVE  COUNCIL 


A communication  recently  sent  by  the  Council  to  the  above 
named  has  : 

(a)  been  returned  through  the  Dead  Letter  Office. 

(b)  not  elicited  any  response  whatever  despite  a reminder. 

The  Council  are  satisfied  that  they  do  not  know  the  where- 
abouts of  this  person  and  wish  to  give  notice  that  In  accordance 
with  Regulation  16(2)  of  the  General  Medical  and  Pharmaceutical 
Services  Regulations  this  patient’s  name  will  be  removed  from 
your  list  at  the  end  of  six  months  unless  meanwhile  you  can 
satisfy  the  Council  that  you  are  responsible  for  providing  general 
medical  services  for  him. 

Should  this  person  apply  for  treatment  after  hlsjj^iruwfcts  been 
removed  It  will  be  necessary fo[^Jr**fr  fcceJlamie  {P  lie  s\nt  to 
the  Council.. 


N.B.: 

1. 

2. 


will  be  necessary,  fo^Jr,**fr  |tceAande  tp  te  s\nt  i 

Ch  |s!CBx-ty 

If  ydTHfflow  tnls  patient's  present  address  kindly  enter  It 
overleaf  and  return  this  card  to  the  Council. 

If  you  are  unable  to  give  a later  address  you  may  like  to 
keep  this  card  with  the  patient’s  medical  record  envelope 
as  a reminder.  Please  keep  the  medical  record  envelope 
until  application  Is  made  for  It. 

Action  under  regulation  16  Is  without  prejudice  to  any 
earlier  removal  of  the  name  from  your  list  under  any 
other  provision  of  the  regulations  (e.g.  notification  of 
death,  etc.) 


Clerk  of  the  Council 


Or.. 


Date 

Form  E.C.69 


Figure  5 


ROUNDING  NOTES 

The  teacher  asked  her  class  to  draw  pictures  to  show  what  their 
fathers  did  for  a living. 

She  noticed  one  little  girl  drawing  circles  all  over  the  page  and 
asked  what  kind  of  work  her  father  did.  The  little  girl  said,  “My 
daddy  is  a doctor  and  he  makes  rounds.” 
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Radiologic  Seminar  CXXV: 
Pancreatic  Scanning 

EDWARD  L.  GIEGER,  JR.,  M.D. 

Jackson,  Mississippi 


The  pancreas  remains  a very  difficult  diagnostic 
area  radiographically,  diagnosis  depending  pri- 
marily on  demonstration  of  alterations  in  adjacent 
structures,  namely  duodenum,  stomach,  upper 
small  bowel,  and  colon.  The  management  of 
pancreatic  neoplasm  is  particularly  unrewarding. 
By  the  time  of  diagnosis,  disease  has  become  ex- 
tensive and  attempts  at  curative  surgery  carry  a 
high  morbidity  and  mortality. 

What  has  been  long  sought  for  is  some  relative- 
ly easy  method  of  direct  visualization  of  the  pan- 
creas with  the  idea  in  mind  of  obtaining  earlier 
diagnosis.  Currently,  the  only  method  of  accom- 
plishing this  is  radio-isotope  scanning  with  the  use 
of  Selenium  75-selenomethionine,  a radiopharma- 
ceutical introduced  in  1961.  The  selection  of  this 
agent  is  based  on  the  fact  that  methionine  is 
known  to  actively  concentrate  in  the  pancreas 
with  up  to  6 per  cent  of  the  intravenously  in- 
jected dose  concentrating  promptly  in  the  pan- 
creas. The  chemical  similarity  of  selenium  and 
sulfur  allows  the  substitution  of  Selenium  for  sul- 
fur in  the  methionine  molecule  without  changing 
the  biological  behavior  of  the  methionine.  Once 
this  is  accomplished,  substitution  of  radioactive 
Selenium-75  for  stable  Selenium  brings  about  no 
further  chemical  change.  The  pancreas  concen- 
trates the  methionine  with  its  radioactive  Se- 
lenium as  part  of  the  molecule  and  this  provides 
a source  of  photons  within  the  pancreas  for  ex- 
ternal imaging.  Unfortunately,  there  is  nothing 


Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Department  of  Radiology.  St.  Dominic-Jack- 
son-Memorial  Hospital.  Jackson,  Miss. 


unique  about  pancreatic  acinar  cells,  being  similar 
to  other  glandular  cells  concerned  with  the  pro- 
duction and  storage  of  protein  rich  material. 
Therefore,  one  problem  in  pancreatic  scanning  is 
inherent,  that  being  the  lack  of  a material  with 
specific  affinity  for  the  pancreas. 

Because  of  lack  of  specificity,  substantial  con- 
centrations of  the  isotope  occur  in  the  liver, 
spleen,  small  and  large  bowel,  kidneys  and  bone 
marrow.  Liver  uptake  superimposed  on  the  pan- 
creas provides  one  of  the  great  impediments  to  a 
diagnostic  scan.  The  methionine  accumulates  rap- 
idly in  the  pancreas  and  remains  for  six  to  eight 
hours.  After  the  first  hour,  however,  increasing 
concentrations  appear  in  the  liver  and  small 


Figure  1.  Shows  pancreas  as  a linear  hand  of  ac- 
tivity below  and  to  the  left  of  the  liver.  Interpreted 
as  a normal  scan.  Exploration  revealed  no  evidence 
of  disease  in  the  pancreas. 
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Figure  2.  Normal  pancreatic  scan. 

bowel.  Optimum  scans  are  usually  obtained  30-50 
minutes  following  administration  of  the  isotope. 

Since  the  advent  of  pancreatic  scanning,  patient 
preparation  has  received  a great  deal  of  attention. 
A number  of  procedures  have  been  attempted,  in- 
cluding special  meals  (high  protein,  low  fat)  to 
stimulate  the  pancreas  prior  to  injection  of  the 
isotope  and  Pro-banthine  or  morphine  to  inhibit 
secretion  after  the  administration  of  the  material. 
The  general  feeling  is  that  none  of  these  signifi- 
cantly improves  pancreatic  imaging,  however, 
most  nuclear  medicine  laboratories  continue  to 
administer  a high  protein  meal  prior  to  injection 
of  the  isotope. 

In  addition  to  being  a fairly  mobile  organ, 
there  are  several  normal  variations  in  pancreatic 
size  and  shape.  There  is  normally  a thin  area  at 
the  junction  of  the  body  and  tail  which  is  ob- 


Figure  3.  Shows  “ amputation ” of  the  tail  of  the 
pancreas.  Proven  carcinoma  of  the  body  and  tail  of 
the  pancreas. 


served  on  the  scan  as  an  area  of  decreased  activ- 
ity. These  factors  can  present  problems  in  diagno- 
sis with  a normal  scan. 

Pancreatic  scanning  is  useful  in  two  clinical 
situations — diagnosis  of  pancreatic  neoplasm  and 
pancreatitis.  Since  the  isotope  localizes  in  normal- 
ly functioning  pancreatic  tissue,  any  disease  proc- 
ess which  destroys  parenchyma  or  obstructs  the 
ductal  system  will  result  in  reduced  or  absent 
enzyme  production,  which  is  reflected  as  dimin- 
ished activity  on  the  scan. 

Neoplasms  of  the  neck  or  body  of  the  gland 
usually  obstruct  the  major  ducts,  resulting  in  a 
scan  with  “amputation”  of  the  gland  to  the  left 
of  the  lesion.  Diffuse  neoplastic  infiltration  may 
cause  poor  definition  of  the  gland  or  result  in  a 
scan  with  no  uptake  at  all.  Unfortunately,  pan- 
creatitis may  produce  the  same  scan  image,  mak- 
ing differentiation  difficult.  Debilitated  patients 


Figure  4.  Shows  activity  only  in  the  head  of  the 
pancreas.  Proven  carcinoma. 

may  likewise  show  no  pancreatic  activity  on  the 
scan.  It  has  been  reported  that  scanning  is  help- 
ful in  determining  the  status  of  chronic  pancreati- 
tis. Inactive  pancreatitis  produces  very  little  in- 
hibition of  uptake  activity.  However,  if  the  dis- 
ease is  in  the  active  stage,  uptake  is  inhibited.  An- 
other problem  is  that  of  resolution.  Most  agree 
that  lesions  less  than  one  inch  in  diameter  are 
difficult  to  diagnose.  Again,  this  is  one  of  the  in- 
herent difficulties  of  the  procedure.  The  false 
negative  rate  is  apparently  fairly  low,  ranging 
from  4 per  cent  to  about  10-12  per  cent.  There- 
fore, a scan  reported  as  negative  or  normal  is 
significantly  more  reliable  than  an  abnormal  ap- 
pearing scan.  The  false  positive  rate  appears  to 
vary  from  20-40  per  cent,  the  causes  of  error  in 
most  cases  being  overinterpretation  of  normal 
variants  or  attempts  to  interpret  inadequate  scans. 

In  summary,  pancreatitis  and  particularly  pan- 
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creatic  neoplasm  are  difficult  to  diagnose  by 
standard  clinical  techniques  and  they  carry  high 
morbidity  and  mortality.  Early  diagnosis  of  pan- 
creatic neoplasm  is  especially  difficult.  These  facts 
have  stimulated  interest  in  a method  of  direct 
visualization  of  the  pancreas  by  radio-isotope 
scanning.  The  problems  inherent  in  the  procedure 
are:  (1)  Lack  of  a pharmaceutical  with  specific 
affinity  for  the  pancreas;  and  (2)  Selenium-75  has 


a long  physical  and  biological  half-life  which  re- 
sults in  increased  radiation  exposure  to  the  pa- 
tient. This  must  be  compensated  for  by  use  of 
smaller  doses  which  in  turn  leads  to  a less  than 
optimum  scan.  As  more  experience  is  gained,  the 
procedure  may  become  extremely  valuable  as  a 
screening  procedure  in  suspected  cases  of  pan- 
creatic disease.  *** 

969  Lakeland  Drive  (39216) 


OLD  PRESCRIPTION 


A good  laugh  and  a long  sleep  are  the  best  cures  in  the  doctor’s 
book. 

— Irish  proverb 


JOIN  THE  GROUP 

Neurotic:  When  a fellow  needs  a fret. 
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The  President  Speaking 

“A  Look  at  Medicredit'’ 

CHARLES  R.  JENKINS,  M.D. 

Laurel,  Mississippi 

“It  is  the  basic  right  of  every  citizen  to  have  available  to  him 
adequate  health  care;  it  is  a basic  right  of  every  citizen  to  have  a 
free  choice  of  physician  and  institution;  the  medical  profession, 
using  all  means  at  its  disposal  should  endeavor  to  make  good 
medical  care  available  to  each  person.  . . . 

Health  care  for  the  poor  should  not  be  disassociated  from,  but 
rather  should  be  a vital  part  of  the  over-all  health  system.” 

The  above  statement  of  policy  adopted  by  the  1969  House  of 
Delegates  of  the  AMA  led  to  the  formulation  of  the  AMA  spon- 
sored Medicredit  form  of  national  health  insurance  first  introduced 
in  1971. 

When  Congress  convened  in  January,  1973,  the  resurgence  of 
many  previously  introduced  health  insurance  legislative  proposals 
became  of  interest  to  all  physicians.  We  have  no  assurance  that 
this  Congress  will  be  any  different  from  the  1972  one  which  saw 
the  passage  of  H.R.I  containing  the  Bennett  Amendment  (PSRO’s) 
which  piece  of  legislation  was  opposed  by  all  branches  of  organized 
medicine.  However,  the  numbers  of  co-sponsors  of  the  Kennedy- 
Griffiths  all  inclusive  health  insurance  bill  and  the  numbers  spon- 
soring the  AMA  backed  Medicredit  bill  are  worth  noting. 

As  of  January  28,  only  some  70  Senators  and  Congressmen 
have  endorsed  the  Kennedy-Griffiths  bill.  This  bill  is  backed  by 
labor  and  the  sponsors  are  working  hard  to  gather  support.  Senator 
Kennedy  has  promised  to  marshal  all  his  forces  for  an  all-out 
fight. 

In  contrast  is  the  rush  of  support  the  Medicredit  plan  is  attract- 
ing; 127  Senators  and  Congressmen  co-sponsored  the  bill  and 
numbers  supporting  it  are  increasing.  With  the  probability  that 
the  bill  will  pass,  let  us  review  some  of  the  important  features. 

The  basic  concept  recognizes  that  the  population  of  the  United 
States  may  be  divided  into  three  well-defined  categories  with  re- 
spect to  health  insurance  purchasing  power. 

( 1 ) Those  with  essentially  no  capacity  to  pay — the  present 
Medicaid  recipients. 

(2)  Those  with  a capacity  to  pay  part  of  the  cost. 

(3)  Those  fully  able  to  pay  all  of  the  costs. 

For  the  first  group,  Medicredit  would  provide  comprehensive 
coverage  without  any  contribution  on  their  part. 

For  the  second  group  the  contribution  would  be  based  on  the 
amount  of  income  tax  the  individual  paid.  A taxpayer  with  a lia- 
bility of  $500  would  receive  70  per  cent  of  the  cost  of  his  cover- 
age. As  the  tax  liability  increased  the  government  support  would 
decrease  until  the  individual  taxpayer  with  an  income  tax  of  over 
$1,300  would  get  the  minimum  credit  of  10  per  cent. 

The  IRS  would  issue  certificates  which  would  be  honored 
against  health  insurance  cost  to  the  taxpayer  asking  for  same.  The 

( Turn  to  page  95) 
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In  recent  years  there  has  been  within  our  own 
state,  as  well  as  the  nation  generally,  a definite 
change  in  nursing  education  that  is  frequently 
criticized  and  often  misunderstood  by  members  of 
the  medical  profession.  A better  understanding  of 
nursing  education  and  its  effect  on  nursing  service, 
or  the  care  received  by  our  patients,  is  quite  im- 
portant to  the  practicing  physician. 

There  are  many  factors  which  have  been  at 
play  resulting  in  these  changes  but  for  the  moment 
only  four  will  be  mentioned.  The  first  of  these  is 
A Position  Paper , prepared  by  the  American 
Nurses  Association  in  1965  as  regards  educational 
preparation  for  nurse  practitioners,  the  intent  of 
the  report  being  to  provide  direction  for  improv- 
ing both  the  system  of  nursing  education  and 
thereby  nursing  service  (patient  care).  The  major 
point  is  that  education  for  those  who  work  in 
nursing  should  take  place  in  institutions  of  learn- 
ing within  the  general  system  of  education.  By  so 
doing,  programs  through  which  the  student  would 
be  able  to  master  the  evergrowing  complex  body 
of  knowledge  needed  by  a competent  professional 
nurse  could  be  developed,  which  was  not  always 
possible  in  the  hospital-based  programs. 

The  second  factor  was  the  recognition  of  the 
need  for  increased  research  in  nursing  care  to  meet 
the  changing  demands  confronted  by  the  nursing 
profession  and  concomitant  need  for  continuing 
education  so  that  a high  level  of  proficiency  could 
be  maintained.  The  third  factor,  increased  flex- 
ibility, recognizes  the  fact  that,  by  having  the  pro- 
gram within  the  academic  setting,  transfer  of 


Nursing  Education 


credits  from  one  school  to  another  would  be  sim- 
plified and  would  also  allow  for  advanced  or  con- 
tinuing education  without  having  to  lose  time 
repeating  courses  as  had  been  necessary  in  the 
past.  The  final  factor  leading  to  these  changes  was 
economics,  in  that  the  expense  of  providing  a 
suitable  educational  program  within  the  conven- 
tional hospital  setting  continued  to  increase,  and 
the  majority  of  our  hospitals  could  not  support  an 
accredited  program. 

As  a result  of  these  changes,  of  the  33  pro- 
grams in  nursing  education  in  our  state  at  the 
present  time,  only  two  are  of  the  hospital-based 
(diploma)  schools  which  most  of  us  associate 
with  nursing  education.  Of  the  remaining  31  pro- 
grams, 5 are  situated  either  in  one  of  our  univer- 
sities or  colleges  and  offer  a B.S.  degree  in  nurs- 
ing (four  year  program);  10,  also  situated  in  an 
institution  of  higher  learning,  offer  an  associate 
degree  in  nursing  (two  year  program),  and  16 
are  located  in  our  junior  colleges  and  offer  the 
one  year  course  in  practical  (vocational)  nursing. 
The  graduates  from  the  diploma  schools,  associate 
degree  programs  and  baccalaureate  degree  pro- 
grams all  qualify  to  write  the  examination  to  be- 
come a Registered  Nurse,  and  the  one  year  pro- 
grams the  examination  for  Licensed  Practical 
Nurse. 

Perhaps  it  is  of  interest  to  note  that  in  the  past 
year  there  were  2,722  students  enrolled  in  these 
programs,  960  graduated,  and  912  were  licensed 
by  examination  by  the  Mississippi  Board  of  Nurs- 
ing. At  the  end  of  the  registration  period  in  1972, 
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there  were  7,065  R.N.’s  in  our  state  and  6,028 
L.P.N.'s.  As  compared  with  national  recommen- 
dations as  to  the  number  of  nurses  needed  for  our 
state,  we  have  just  a little  more  than  half  the 
necessary  number  of  R.N.’s  for  our  population 
and  are  just  a little  short  of  the  recommended 
number  of  L.P.N.’s. 

In  this  period  of  transition,  many  problems 
have  been  encountered  and  are  being  worked  out; 
others  remain  but  are  under  study  and  in  the  final 
analysis  I feel  that  we  are  developing  some  ex- 
cellent programs.  One  of  the  major  concerns  has 
been  the  scarcity  of  qualified  faculty  for  the  var- 
ious schools,  but  there  has  now  been  established 
a master’s  degree  program  at  the  University  Med- 
ical Center  in  Jackson  which  will  aid  greatly  here. 
Of  great  concern  to  most  physicians  is  the  limited 
clinical  experience  that  the  nursing  student  re- 
ceives in  view  of  the  increased  academic  demands 
and,  in  addition,  the  limited  experience  that  is 
offered  in  the  specialty  areas,  such  as  pediatrics, 
surgery,  and  obstetrics  and  gynecology. 

In  the  past  when  a student  graduated  from  one 
of  the  diploma  programs,  she  was  well  indoctri- 
nated in  the  clinical  areas  of  that  institution  and 
could  graduate  today  and  go  to  work  tomorrow 
fully  competent  to  carry  out  her  assigned  responsi- 
bilities. Today  when  a student  graduates,  she  has 
an  excellent  background  of  academic  training  but 
has  limited  clinical  competence,  and  it  is  necessary 
that  she  go  through  a period  of  indoctrination  to 
develop  these  clinical  skills  before  she  can  per- 
form at  her  highest  level.  Also,  she  has  had  limited 
training  in  the  specialty  areas  and  again  will  re- 
quire more  training  before  she  can  function  ade- 
quately here.  However,  in  each  instance  in  the 
final  analysis  improved  nursing  service  should  be 
achieved. 

Recognition  of  these  points  by  the  hospitals  has 
resulted  in  the  development  of  strong  in-service 
educational  programs  through  which  the  new 
graduate  receives  the  proper  indoctrination  and 
becomes  a valuable  member  of  the  health  care 
team.  Recognition  of  these  points  by  physicians 
and  their  participation  in  the  continuing  education 
of  these  graduates  will  greatly  enhance  their 
capability  and  provide  the  improved  patient  care, 
which  is  the  ultimate  goal  of  both  the  medical  and 
nursing  professions. 

Tom  H.  Mitchell,  M.D. 

Vicksburg,  Miss. 

Chairman 

MSMA  Committee  on  Nursing 


New  Insecticides 
Are  More  Harmful 

Mississippi  physicians  should  be  mindful  of  the 
probability  of  a sharp  increase  in  insecticide 
poisonings  with  the  ban  on  DDT  and  shift  to  dif- 
ferent types  of  bug  killers. 

An  editorial  in  the  January  29  issue  of  the 
Journal  of  the  American  Medical  Association 
points  out  that  the  types  of  insecticides  that  are 
replacing  DDT  are  sometimes  highly  dangerous 
to  people. 

A federal  regulation  banning  virtually  all  use 
of  DDT  “is  a culmination  of  social  and  political 
pressures  that  have  represented  DDT  as  the  chief 
chemical  villain  in  the  modern  environmentalist 
movement,’’  the  editorial  states. 

“This  it  almost  certainly  is  not.  The  organo- 
phosphate  insecticides,  which  will  usually  now  be 
substituted  for  DDT,  may  prove  to  be  the  real 
villains.” 

It  is  true  that  the  organophosphates,  such  as 
chlorthion,  EPN,  parathion,  phosdrin  and  TEPP, 
are  less  persistent  in  the  environment,  the  editorial 
says.  But  they  also  are  highly  toxic  to  humans, 
and  are  easily  absorbed  through  the  intact  skin, 
which  DDT  is  not. 

“Many  deaths  have  been  reported  from  para- 
thion exposure;  few  if  any  from  DDT.” 

The  editorial  repeats  a paragraph  from  a sim- 
ilar warning  in  the  Journal  of  two  years  ago,  sum- 
marizing recommendations  to  physicians  of  treat- 
ment for  cases  of  organophosphate  poisonings. 

Physicians  are  advised  in  the  editorial  of  avail- 
ability of  AMA  publications  listing  in  detail  med- 


"I  like  the  metric  system.  I weigh  less  kilograms 
than  pounds. 
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ical  recommendations  for  prevention  and  treat- 
ment of  the  poisonings. 

For  the  general  public,  the  AMA  urges  extreme 
caution  in  handling  the  new  insecticides.  It  is  par- 
ticularly important  to  read  the  warnings  and  pre- 
cautions on  the  package  labels,  and  follow  the 
admonitions  carefully,  the  AMA  advised. 

The  new  federal  regulations  banning  DDT  in 
most  instances  took  effect  December  31. 

W.  Moncure  Dabney,  M.D.,  Editor, 
Crystal  Springs,  Miss. 

Legislative  Department 
Performs  Vital  Service 

The  American  Medical  Association’s  Legisla- 
tive Department  provides  a vital  service  to  mem- 
ber physicians  all  across  the  country.  At  the  same 
time,  it  is  regarded  by  many  as  one  of  the  most 
substantial  of  the  intangible  benefits  which  the 
AMA  offers  to  its  membership. 

The  Legislative  Department  staffs  the  AMA 
Council  on  Legislation  and  specializes  in  all 
phases  of  national  legislation.  After  studying,  an- 
alyzing, and  interpreting  all  Congressional  legis- 
lation pertaining  to  medical  and  health  care,  the 
department  makes  available  this  information  to 
state,  county,  and  specialty  medical  societies, 
members  of  the  public,  and  other  organizations. 
This  usually  totals  about  2,300  bills  of  medical 
interest  per  Congress.  An  increased  responsibility 
of  this  department  is  the  critical  review  of  gov- 
ernment regulations  which  often  seriously  affect 
application  of  law.  There  are  few  physicians  who 
could  devote  the  time  necessary  to  accomplish 
this  on  their  own  and,  yet,  this  information  is 
vital  because  it  affects  the  way  medicine  is  prac- 
ticed in  this  country. 

To  keep  key  medical  leadership  aware  of  legis- 
lative developments  when  Congress  is  in  session, 
the  department  writes,  publishes,  and  distributes 
Legislative  Round-up,  weekly,  to  approximately 
5,000  key  state,  county,  and  specialty  medical 
society  officers. 

Another  vital  activity  is  the  assistance  given 
to  AMA  officers  in  the  preparation  of  testimony 
and  presentations  for  Congressional  hearings.  The 
Legislative  Department  works  with  the  appropri- 
ate AMA  scientific  personnel  to  gain  the  benefit 
of  their  expertise  before  assembling  any  presen- 
tation. The  Council  on  Legislation  can  then  use 
this  resource  material  to  formulate  a sound  rec- 
ommendation as  to  the  best  policy  position  for 
the  AMA.  Many  people  do  not  realize  the  AMA 
is  often  requested  to  testify  because  its  views  are 


valued  not  only  by  Congress  but  by  the  various 
governmental  agencies. 

The  department  also  assists  in  the  develop- 
ment, writing,  and  presentation  of  draft  legisla- 
tion for  consideration  by  members  of  Congress, 
such  as  the  AMA’s  own  national  health  insurance 
bill,  Medicredit.  They  also  assist  in  the  develop- 
ment of  presentations  to  the  regulatory  agencies. 

The  staff  participates  in  providing  legislative 
orientation  to  the  AMA’s  councils  and  commit- 
tees as  well  as  to  members  of  the  profession  who 
are  in  Washington,  D.  C.  to  visit  members  of  con- 
gress. 

Finally,  the  department  has  undertaken  the 
monitoring  of  state  legislation  with  a view  toward 
eventually  assisting  the  profession  to  attain  its 
legislative  goals  on  a state  as  well  as  on  a nation- 
al level. 

From  Medicaid  and  Medicare  regulations  to 
chiropractic  issues,  national  health  insurance  and 
appropriations  for  HEW  programs,  federal  and 
state  medical  and  health  care  legislation  affects 
all  physicians  in  some  way.  The  AMA’s  Legisla- 
tive Department  maintains  constant  surveillance 
and  provides  AMA  physician  policy  makers  with 
accurate  and  up-to-date  information.  The  leader- 
ship of  organized  medicine  can  make  their  judg- 
ments and  represent  AMA's  membership  with  a 
sound  base  of  resources. 

AMA 

535  N.  Dearborn  St. 

Chicago,  111.  60610 

PRESIDENT  (Continued) 

more  affluent  would  simply  furnish  evidence  of 
the  insurance  purchase  and  take  the  deduction. 

Catastrophic  coverage  would  be  afforded  after 
the  basic  coverage  runs  out.  All  of  the  details  of 
the  Medicredit  bill  are  too  lengthy  to  list  or  dis- 
cuss but  these  are  the  basics. 

Representative  Broyhill  of  Virginia,  one  of  the 
chief  sponsors  of  Medicredit,  has  said  “It  is 
ridiculous  for  the  Federal  Government  to  pay 
health  costs  of  the  wealthy;  it  is  unpardonable  to 
make  the  poor  suffer;  and  it  is  unconscionable  in 
a civilized  society  to  subject  the  middle  class  to 
the  risk  of  financial  bankruptcy  when  struck 
by  a catastrophic  illness.” 

It  makes  sense  to  me  to  have  an  insurance  pro- 
gram brought  from  the  third  party  carriers  and 
paid  by  an  individual  whenever  possible;  when 
not  possible,  the  Government  should  assist  in  part 
or  in  full.  This  is  much  more  palatable  to  most 
of  us  than  the  totally  nationalized  health  care 
package  backed  by  the  advocates  of  a socialized 
state.  *** 
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Because  you 
practice 

medicine  in  the 
Magnolia  State... 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates. have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
'w  adjunctive 

Librax  - 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 

Roche  Laboratories 
Division  of  Hoffmann -La  Roche  InC. 

Nutley,  New  Jersey  07110 


(Editor's  Note:  The  Board  of  Directors  of  the 
Mississippi  Foundation  for  Medical  Care  recently 
appointed  a Committee  to  Study  and  Develop 
Professional  Fee  Schedules.  Members  of  the  com- 
mittee are  Drs.  Gerald  P.  Gable  of  Hattiesburg, 
chairman.  Jack  A.  Atkinson  of  Brookhaven, 
Kenneth  P.  Pittman  of  Jackson,  Whitman  B. 
Johnson  of  Clarksdale,  Joseph  B.  Rogers  of  Ox- 
ford, and  Tom  H.  Mitchell  of  Vicksburg. 

Based  upon  interest  in  the  committee’s  activi- 
ties, the  Journal  MSMA  is  publishing  the  follow- 
ing letter  from  the  committee  chairman  to  a mem- 
ber of  the  association  who  requested  information 
on  what  the  Mississippi  Foundation  for  Medical 
Care  means  to  the  practicing  physician.) 

J.  G.  Alexander,  M.D. 

Laird  Clinic 

Union,  Mississippi  39365 

Dear  Doctor  Alexander: 

Thank  you  for  your  inquiry  about  the  Missis- 
sippi Foundation  for  Medical  Care  and  your  in- 
terest in  your  medical  association.  As  you  are 
acutely  aware,  the  practice  of  medicine  in  this 
country  has  changed  radically  in  the  past  decade 
or  so.  The  doctor-patient  relationship  whereby 
you  rendered  your  patient  a service  for  a fee,  and 
held  him  responsible  for  the  payment  of  his  bill,  is 
almost  a thing  of  the  past. 

The  vast  majority  of  your  patients  are  now 
covered  by  some  form  of  medical  insurance, 
namely,  Medicare,  Medicaid,  CHAMPUS,  Blue 
Cross  or  some  other  form  of  private  insurance 
which  is  responsible  for  the  fees  that  you  charge 
your  patient  for  your  services.  Most  of  these  “third 
parties”  who  are  responsible  for  paying  your  fees 
have  established  fee  profiles  for  what  “they  feel” 
are  usual  and  customary  fees  for  services  rendered. 
Some  third  parties,  namely  Medicare,  have  estab- 
lished different  fee  profiles  for  different  parts  of 
the  state,  so  that  they  allow  one  charge  for  a ser- 
vice in  one  part  of  the  state  and  a higher  or  lower 
fee  in  another  part  of  the  state  for  the  same  ser- 
vice. 

In  an  effort  to  correct  this  inequity  and  others, 
the  House  of  Delegates  of  the  Mississippi  State 
Medical  Association  in  1971  at  its  annual  session 
authorized  the  establishment  of  the  Mississippi 
Foundation  for  Medical  Care  to  act  as  an  inter- 
mediary between  the  practicing  physician  and 
third  parties,  since  it  is  not  permissible  for  the 


State  Medical  Association  to  act  in  this  capacity. 
The  MSMA  is  an  organization  of  dues  paying  phy- 
sicians, whereas  the  MFMC  is  a voluntary  or- 
ganization open  to  all  physicians,  whether  they 
belong  to  the  association  or  not,  and  there  is  no 
dues  requirement  for  membership.  It  can  there- 
fore act  as  a PSRO  ( Professional  Standards  Re- 
view Organization),  and  represent  all  physicians 
in  the  state  as  an  intermediary  with  third  party 
payors.  The  MFMC  was  incorporated  in  1971 
with  the  Board  of  Directors  being  the  members  of 
the  Board  of  Trustees  of  the  MSMA  plus  three 
other  M.D.’s  representing  the  northern,  central, 
and  southern  parts  of  the  state,  one  member 
chosen  from  hospital  administrators,  one  from  the 
Mississippi  Economic  Council,  one  from  the  nurs- 
ing association,  and  one  from  the  AFL-CIO  rep- 
resenting consumers.  One  non-voting  member 
from  the  Blue  Cross  and  one  from  the  Health  In- 
surance Council  are  also  members  of  the  board. 

The  purposes  of  the  MFMC  are:  ( 1 ) to  spon- 
sor the  delivery  of  quality  medical  care  through- 
out the  state  by  its  members,  (2)  to  establish  a 
standardized  and  uniform  fee  schedule  throughout 
the  state,  (3)  to  establish  standards  of  quality 
medical  care,  (4)  to  act  as  intermediary  in  ne- 
gotiation of  all  disputes  relative  to  medical  care 
and  fees  between  its  members  and  third  parties, 
and  (5)  to  assure  third  party  payors  that  our 
members  will  deliver  quality  medical  care  for  a 
reasonable  fee  and  that  we  will  have  peer  review 
to  promote  and  encourage  the  delivery  of  quality 
medical  care. 

We  are  making  every  effort  to  get  as  many 
members  of  the  MSMA  as  possible  to  join  the 
MFMC  so  that  the  latter  organization  represents 
a majority  of  practicing  physicians  in  the  state.  As 
of  this  date,  we  have  over  70  per  cent  of  the  prac- 
ticing physicians  as  members  and  hope  that  this 
will  be  increased  to  at  least  85  per  cent. 

With  the  passage  of  the  omnibus  health  bill  by 
Congress  in  September  of  1972,  the  secretary  of 
HEW  is  instructed  to  set  up  PSROs  in  each  state 
to  monitor  the  quality  of  medical  care  being  de- 
livered to  patients.  The  MFMC  can  serve  as  the 
PSRO  for  Mississippi  with  its  Board  of  Directors 
representing  Mississippi  physicians.  This  is  the 
only  way  in  which  Mississippi  physicians  can  have 
a voice  in  the  destiny  of  medical  care  in  this  state 
in  the  next  decade. 

A committee  to  study  and  establish  a uniform 
fee  schedule,  representing  all  the  medical  special- 
ties within  the  state,  has  been  appointed  by  your 
Board  of  Directors.  It  has  requested  schedules  of 
fees  from  all  of  its  members  throughout  the  state. 
Representatives  from  all  specialty  societies  will 
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meet  with  this  committee  to  establish  an  equitable 
fee  schedule  for  different  described  and  coded 
procedures  according  to  services  rendered.  Once 
a uniform  fee  schedule  is  established,  then  your 
Board  of  Directors  will  have  a base  from  which 
to  negotiate  with  third  party  payors  as  outlined  in 
the  purposes  of  the  foundation  enumerated  above. 
Your  foundation  needs  and  must  have  your  sup- 
port. It  represents  you  and  your  peers  in  con- 
certed effort  much  better  than  the  individual  phy- 
sician can  do  alone. 

I trust  this  answers  your  questions  and  if  there 
is  any  further  information  which  you  desire,  please 
let  me  hear  from  you. 

Gerald  P.  Gable,  M.D. 

Hattiesburg,  Miss. 


George  Adcock  announces  the  removal  of  his 
office  for  the  practice  of  diseases  and  surgery  of 
the  ear,  nose  and  throat  and  maxillofacial  surgery 
from  1404  Irish  Hill  Drive  to  the  Coastal  Medi- 
cal Center,  Gateway  Executive  Park  in  Biloxi. 

J.  E.  Boggess  of  Columbus  announces  the  associ- 
ation of  David  E.  Ulmer  for  the  practice  of 
ophthalmology  at  1124  Main  Street. 

John  W.  Bowlin  of  Tupelo  has  been  elected 
president  of  the  Northeast  Mississippi  Medical 
Society.  Other  officers  are  Jack  A.  Stokes  of 
Pontotoc,  secretary,  and  Dennis  E.  Ward  of 
Corinth,  president-elect. 

Guy  R.  Braswell  of  Grenada  is  serving  as  pres- 
ident of  the  North  Central  Medical  Society. 
Robert  B.  Townes.  Jr.,  of  Grenada  is  secretary. 

Richard  Buckley  announces  the  removal  of  his 
office  for  the  practice  of  neurosurgery  from  1401 
Pass  Road  in  Gulfport  to  the  Coastal  Medical 
Center,  Gateway  Executive  Park,  Biloxi. 

William  L.  Carter  of  Meridian  is  president  of 
the  East  Mississippi  Medical  Society.  Other  offi- 
cers are  Reginald  P.  White  of  Meridian,  secre- 
tary-treasurer, and  Charles  N.  Cannon  of  Phil- 
adelphia, president-elect. 

Sidney  A.  Chevis  of  Bay  St.  Louis  is  serving  as 
chief  of  staff  of  the  Hancock  County  General 
Hospital. 

Robert  Cook  of  Sumrall  is  the  new  president  of 
the  South  Mississippi  Medical  Society.  Larry  J. 


Hammett  of  Hattiesburg  is  secretary  and  Joe 
Johnston  of  Mt.  Olive  is  president-elect. 

Hugh  B.  Cottrell  of  Jackson.  State  Health  Of- 
ficer, is  serving  as  associate  chairman  for  the 
1973  March  of  Dimes  campaign  in  Mississippi. 
This  is  the  fourth  consecutive  year  that  Dr.  Cot- 
trell has  held  this  post. 

H.  Vann  Craig  of  Natchez  has  been  elected  pres- 
ident of  the  Adams  County  Medical  Society. 
Walter  T.  Colbert  is  secretary  and  Kurtz  B. 
Stowers  is  president-elect. 

Max  A.  Curry  announces  the  removal  of  his  of- 
fice for  the  practice  of  pediatrics  from  1 145  West 
Howard  Avenue  to  the  Coastal  Medical  Center, 
Gateway  Executive  Park,  Biloxi. 

Paul  Derian  of  Jackson  attended  the  Las  Vegas 
conference  of  the  American  Academy  of  Ortho- 
pedic Surgery. 

Robert  L.  Donald  of  Pascagoula  is  the  new 
president  of  the  Singing  River  Medical  Society. 
Jeff  Hodges  is  secretary  and  Robert  D. 
McBroom,  III,  president-elect. 

C.  Mims  Edwards  and  James  E.  Ruff  of  Jack- 
son  have  been  appointed  to  the  staff  of  the  Jack- 
son  Mental  Health  Center.  Both  psychiatrists  will 
work  half-time  at  the  center. 

Melvin  Ehrich  of  Clarksdale  is  the  new  presi- 
dent of  the  Clarksdale  and  Six  Counties  Medical 
Society.  Glenn  L.  Wegener  is  secretary  and 
Frank  T.  Marascalco  is  president-elect. 

John  Evans  of  Vicksburg  was  guest  speaker  be- 
fore a class  about  Drugs  in  Society  at  the  Uni- 
versity of  Southern  Mississippi  in  Hattiesburg. 
Dr.  Evans  discussed  the  health  hazards  of  smok- 
ing. 

G.  B.  Flagg  announces  the  removal  of  his  eye 
clinic  to  1317  22nd  Avenue  in  Gulfport. 

G.  Howard  Freeman,  Jr.,  announces  the  open- 
ing of  his  offices  for  the  practice  of  psychiatry  at 
Suite  612,  St.  Dominic  Medical  Offices  in  Jack- 
son. 

Leo  E.  Gibson,  Jr.,  of  Picayune  reviewed  "Jona- 
than Livingston  Seagull”  by  Richard  Bach  for  the 
first  1973  Friends  of  the  Library  meeting  at  the 
Margaret  Reed  Crosby  Memorial  Library  in 
Picayune. 

James  D.  Hardy  of  Jackson  attended  the  presi- 
dent’s dinner  of  the  American  Surgical  Associa- 
tion in  Philadelphia  in  January. 
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John  P.  Hey,  III,  and  Mrs.  Hey  of  Greenwood 
were  distinguished  guests  of  the  Delta  Chapter 
of  the  Mississippi  Association  of  Medical  Assist- 
ants meeting  held  in  Winona. 

Hugh  Johnston  of  Vicksburg  is  outgoing  presi- 
dent of  the  Dr.  Joseph  Warren  Chapter  of  the 
Sons  of  the  American  Revolution.  Dr.  Johnston 
will  serve  with  the  officers  on  the  board  of  gover- 
nors for  the  next  year. 

Frank  L.  Jones  announces  the  opening  of  his 
practice  in  ophthalmology  at  the  Coastal  Medi- 
cal Center,  Gateway  Executive  Park,  Biloxi. 

Thomas  L.  Ketchum  of  Ripley  is  new  president 
of  the  North  Mississippi  Medical  Society. 
Cherie  Friedman  of  Oxford  continues  to  serve 
as  secretary. 

Robert  T.  Lott  of  West  Point  has  been  elected 
president  of  the  Prairie  Medical  Society.  Other 
officers  are  William  C.  Welch,  Jr.,  of  Missis- 
sippi State,  secretary,  and  J.  M.  Griffith  of  Co- 
lumbus, president-elect. 

D.  E.  MaGee,  Jr.,  has  associated  with  Robert 
Smith  and  Starkey  Hudson  for  the  practice  of 
ophthalmology  at  the  Mississippi  Family  Health 
Center,  1134  Winter  Street  in  Jackson. 

Charles  Marascalco  of  Vicksburg  is  the  new 
president  of  the  West  Mississippi  Medical  Society. 
M.  E.  Hinman  is  secretary  and  Frank  McPher- 
son is  president-elect. 

Ellen  McDevitt,  formerly  of  Gulfport,  has  re- 
turned to  that  city  and  plans  to  set  up  practice. 
Dr.  McDevitt  was  formerly  associate  professor 
of  medicine  at  New  York  Hospital,  Cornell  Uni- 
versity in  New  York  City. 

Wesley  L.  McFarland  of  Bay  St.  Louis  is  the 
new  president  of  the  Coast  Counties  Medical  So- 
ciety. J.  H.  Gaddy  of  Gulfport  is  secretary  and 
Robert  H.  Middleton,  Jr.,  of  Biloxi  is  presi- 
dent-elect. 

William  M.  McKell  of  Jackson  was  recently 
inducted  into  membership  in  the  American  So- 
ciety for  Gastrointestinal  Endoscopy. 

Thomas  C.  Turner  of  Jackson  has  been  named 
new  chief  of  the  surgery  section  at  St.  Dominic- 
Jackson  Memorial  Hospital.  Also  named  section 
chiefs  were  Robert  W.  Crowell,  general  prac- 
tice, and  Ross  F.  Bass,  obstetrics  and  gynecology. 
They  will  serve  three  year  terms. 

Reginald  P.  White  and  William  Wood  of 
Meridian  were  hosts  for  the  two-day  meeting  of 


the  Mississippi  Psychiatric  Association  at  the 
Weems  Community  Mental  Health  Center.  Dr. 
White  is  president-elect  of  the  group;  George 
Ladner  of  Jackson  is  secretary;  and  William 
McQuinn  of  Jackson  is  president. 

Charles  O.  Williams  of  Jackson  is  the  new 
president  of  Central  Medical  Society.  Max  Pharr 
is  secretary  and  Joel  Alvis  is  president-elect. 


Meek,  Edwin  McLeod,  Greenwood.  M.D., 
Tulane  University  School  of  Medicine,  New 
Orleans,  La.,  1934;  interned  Baltimore  City  Hos- 
pital, 1934-36;  member  of  Delta  Medical  Society; 
died  Jan.  25,  1973,  age  63. 


wj  Pharr,  Stanley  L.,  Booneville.  M.D., 
Memphis  Hospital  Medical  College,  Mem- 
phis, Tenn.,  1911;  interned  Tulane,  New  Orleans, 
La.,  three  months  in  1936;  emeritus  member  of 
MSMA  and  AMA;  member  of  Fifty  Year  Club, 
MSMA;  awarded  Golden  “T”  by  University  of 
Tennessee  in  1961;  member  of  Northeast  Missis- 
sippi Medical  Society;  died  Jan.  10,  1973,  age  90. 


Buckley,  Richard  E.,  Biloxi.  Born  Starkville, 
Miss.,  June  9,  1956;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  Miss.,  1961; 
interned  Medical  College  of  South  Carolina, 
Charleston,  South  Carolina,  one  year;  neurosur- 
gery residency,  same,  1962-63;  neurosurgery 
residency,  Wilford  Hall  USAF  Medical  Center, 
San  Antonio,  Tex.,  1965-69;  elected  by  Coast 
Counties  Medical  Society. 

Chevis,  Sidney  Albert,  Bay  St.  Louis.  Born 
Bay  St.  Louis,  Miss.,  March  9,  1945;  M.D.,  Uni- 
versity of  Mississippi  School  of  Medicine,  Jack- 
son,  Miss.,  1970;  interned  St.  Elizabeth  Hospital. 
Dayton,  Ohio,  one  year;  elected  by  Coast  Coun- 
ties Medical  Society. 


Davis,  Clifton  B.,  Gulfport.  Born  Terry,  Miss., 
May  3,  1930;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss.,  1959;  in- 
terned Chatham  Co.  Memorial  Hospital,  Savan- 
nah, Ga.,  one  year;  psychiatry  residency,  Univer- 
sity Medical  Center,  Jackson,  Miss.,  1964-67; 
elected  by  Coast  Counties  Medical  Society. 
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Gieger,  Edward  L.,  Jr.,  Jackson.  Born  Laurel, 
Miss.,  Oct.  24,  1940;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  Miss.,  1965; 
interned  same,  one  year;  radiology  residency, 
same,  1968-71;  elected  by  Central  Medical  So- 
ciety. 

Hargis,  Robert,  Jackson.  Born  New  Orleans, 
La.,  Jan.  18,  1939;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  La., 
1964;  interned  Keesler  Medical  Center,  Biloxi, 
Miss.,  one  year;  surgery  residency,  Andrews  Hos- 
pital USAF,  Washington,  D.  C.,  1965-66;  urology 
residency,  Walter  Reed  General  Hospital,  Wash- 
ington, D.  C.,  1966-69;  elected  by  Central  Medi- 
cal Society. 

Heidisch,  Rita  C.,  Gulfport.  Born  Detroit, 
Mich.,  May  21,  1935;  M.D.,  Wayne  State  Uni- 
versity School  of  Medicine,  Detroit,  Mich., 
1964;  interned  Highland  Park  General  Hospital, 
Highland  Park,  Mich.,  one  year;  pediatrics  resi- 
dency, Henry  Ford  Hospital,  Detroit,  Mich., 

1965- 68;  elected  by  Coast  Counties  Medical  So- 
ciety. 

Hodges,  Jeff  Allen,  Pascagoula.  Born  Ripley, 
Miss.,  June  30,  1932;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  Miss.,  1958; 
interned  Lackland  AFB  Hospital,  San  Antonio, 
Tex.,  one  year;  elected  by  Singing  River  Medical 
Society. 

Howland,  Robert  Louis,  Jr.,  Columbus.  Born 
Scottsboro,  Ala.,  May  5,  1938;  M.D.,  Medical 
College  of  Alabama,  Birmingham,  Ala.,  1964;  in- 
terned University  Hospital,  Birmingham,  Ala., 
one  year;  urology  residency,  Lloyd  Noland  Hos- 
pital, Fairfield,  Ala.,  1967-68;  urology  residency, 
Carraway  Methodist  Medical  Center,  Birming- 
ham, Ala.,  1968-71;  elected  by  Prairie  Medical 
Society. 

Jones,  Frank  Lorran,  Biloxi.  Born  Columbia, 
La.,  Feb.  5,  1934;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  La., 
1961;  interned  Green  Memorial  Hospital,  San 
Antonio,  Tex.,  one  year;  ophthalmology  residen- 
cy, Wilford  USAF  Hospital,  San  Antonio,  Tex., 

1966- 69;  elected  by  Coast  Counties  Medical  So- 
ciety. 

Lobrano,  William  B.  C.,  Pass  Christian.  Born 
Philadelphia,  Pa.,  June  27,  1941;  M.D.,  Louisi- 
ana State  University  School  of  Medicine,  New 
Orleans,  La.,  1970;  interned  Charity  Hospital, 
New  Orleans,  La.,  one  year;  elected  by  Coast 
Counties  Medical  Society. 


Lopez,  Ricardo  E.,  Gulfport.  Born  Republic  of 
Panama,  May  21,  1937;  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  La.,  1962;  in- 
terned Detroit  Memorial  Hospital.  Detroit,  Mich., 
one  year;  pathology  residency.  Children’s  Hospi- 
tal, San  Francisco,  Calif.,  1963-65;  pathology 
residency,  Merritt  Hospital,  Oakland,  Calif., 
1965-66;  pathology  residency,  Henry  Ford  Hos- 
pital, Detroit,  Mich.,  1966-67;  elected  by  Coast 
Counties  Medical  Society. 

Massie,  James  Dan,  Jackson.  Born  Humboldt, 
Tenn.,  Nov.  9,  1939;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  Miss.,  1964; 
interned  John  Sealy,  Galveston  Tex.,  one  year; 
radiology  residency,  University  of  Mississippi 
Medical  Center,  Jackson,  Miss..  1965-68;  elected 
by  Central  Medical  Society. 

Rutherford,  John  David,  III,  Bay  St.  Louis. 
Born  Bay  St.  Louis,  Miss.,  Oct.  27,  1944;  M.D., 
University  of  Mississippi  School  of  Medicine, 
Jackson,  Miss.,  1969;  interned  St.  Elizabeth  Med- 
ical Center,  Dayton,  Ohio,  1969-70;  elected  by 
Coast  Counties  Medical  Society. 

Varela,  Paul  Y.,  Meridian.  Born  Iioilo  City, 
Philippines;  M.D.,  University  Santo  Tomas,  Ma- 
nila, Philippines,  1964;  interned  St.  Michael  Hos- 
pital, Milwaukee,  Wise.,  one  year;  internal  medi- 
cine residency,  Cook  County  Hospital,  Chicago, 
111.,  1966-67;  internal  medicine  residency.  Harper 
Hospital,  Detroit,  Mich.,  1967-70;  internal  medi- 
cine residency,  VA  Hospital,  Tulane  University, 
New  Orleans,  La.,  1970-72;  elected  by  East  Mis- 
sissippi Medical  Society. 

CHAMPUS  Hires 
R.N.  as  Coordinator 

Mr.  H.  Cody  Harrell,  Assistant  Executive  Sec- 
retary of  the  Mississippi  State  Medical  Associa- 
tion, announces  the  addition  of  a fulltime  regis- 
tered nurse,  Mrs.  Shirley  Keller,  to  the  staff  of  the 
CHAMPUS  program  as  Coordinator. 

Mrs.  Keller,  a native  Mississippian,  is  a grad- 
uate of  Meridian  Junior  College  and  the  Rush 
Memorial  Hospital  School  of  Nursing.  Her  nursing 
experience  includes  general  duty,  head  nurse,  and 
industrial  nursing.  For  the  past  three  years  she  has 
served  as  Special  Services  Consultant  and  As- 
sistant Manager  of  the  Medicaid  program  for  the 
state  of  Mississippi. 

The  state  medical  association  has  administered 
the  CHAMPUS  program,  commonly  referred  to 
as  military  Medicare,  for  approximately  14  years 
at  its  headquarters  office  in  Jackson. 
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MISSISSIPPI  POSTGRADUATE 
INSTITUTE  IN  THE  MEDICAL 

SCIENCES 


March  5-9,  1973 
Obstetrics  Intensive  Course 
University  Medical  Center,  Jackson 
March  5-9,  1973,  beginning  at  8 a.m. 

Sponsored  by  The  University  of  Mississippi 
School  of  Medicine,  with  the  support  of  the 
Mississippi  Regional  Medical  Program 
Coordinator: 

Donald  M.  Sherline,  M.D.,  associate  professor  of 
obstetrics  and  gynecology.  The  University  of 
Mississippi  School  of  Medicine 

Dual  emphasis  of  this  one-week  intensive 
course  will  be  on  current  concepts  of  obstetri- 
cal and  gynecological  practice.  In  obstetrics, 
participants  will  study  fetal  medicine,  prenatal 
and  intrapartum  medical  complications  of  preg- 
nancy and  obstetrical  anesthesia  and  analgesia. 
At  physician  request,  the  course  has  been  ex- 
panded to  include  newer  techniques  of  office 
gynecology.  Participants  will  round,  attend 
medical  complications  clinic,  seminars  and  con- 
ferences. 

Offered  through  the  Mississippi  Postgraduate 
Institute  in  the  Medical  Sciences,  the  intensive 
course  series  is  supported  by  the  Mississippi 
Regional  Medical  Program.  Registration  for 
each  course  is  limited  to  physicians  enrolled 
in  the  four-year  institute  program. 

FUTURE  CALENDAR 

March  5-9,  1973 

Obstetrics  and  Gynecology  Intensive 
Course 
March  19-23 

Stroke  and  Neurological  Disease  In- 
tensive Course 
March  26-30 

Cardiology  Intensive  Course 
March  28 

Renal  Seminar:  Hematuria,  Differen- 
tial Diagnosis  and  Treatment 

April  2-6 

Pediatrics  Intensive  Course 
A pril  1 9 

Diabetic  Retinopathies 
April  23-27 

Radiology  Intensive  Course 
April  30-May  3 

Mississippi  State  Medical  Association, 
Biloxi 


Mental  Health  Clinic 
Now  in  Vicksburg 

A mental  health  clinic  for  Vicksburg  and  War- 
ren county  is  now  in  operation  at  the  Community 
Services  Center  in  Vicksburg. 

Dr.  Robert  Scott,  assistant  professor  of  psychi- 
atry at  the  University  Medical  Center  in  Jackson, 
is  at  the  clinic  twice  weekly,  and  Dr.  Douglas 
Draper,  consultant  with  the  mental  health  services 
division  of  the  State  Board  of  Health,  also  makes 
periodic  visits  to  offer  services. 

Initial  plans  envision  the  clinic  as  a provider  of 
outpatient  referral  services,  primarily  for  children. 
Also  slated  to  begin  is  an  educational  program 
for  doctors,  clergymen,  teachers,  counselors,  other 
professionals,  and  lay  volunteer  workers — helping 
all  of  these  to  identify  mental  health  problems. 
Administrative  functions  will  be  carried  out  by 
the  Community  Services  Center,  a non-profit  cor- 
poration founded  over  a year  ago  under  the  ini- 
tial sponsorship  of  the  Warren  County  Mental 
Health  Association. 

“As  soon  as  practical,”  said  Herman  Hossfeld, 
president  of  the  association,  “the  clinic’s  program 
will  be  expanded  to  offer  help  in  such  areas  as 
alcohol  and  drug  abuse.” 

Family  Planning  Course 
Set  for  New  Orleans 

A tuition-free  seminar  in  family  planning  for 
family  practice  physicians  and  any  interested 
specialists  sponsored  by  The  American  College 
of  Obstetricians  and  Gynecologists  and  Louisiana 
State  University  will  be  held  in  New  Orleans, 
Mar.  10-11. 

The  special  two-day  seminar  will  focus  on 
various  aspects  of  family  planning:  the  chemical 
and  mechanical  means  of  contraception;  repro- 
ductive anatomy,  physiology  and  biochemistry; 
the  role  of  allied  health  personnel  in  family  plan- 
ning; and  demography,  human  sexuality  and  the 
socio-psychological  aspects  of  family  planning. 

The  course  is  sponsored  by  Louisiana  State 
University  and  The  American  College  of  Ob- 
stetricians and  Gynecologists. 

For  further  information  physicians  may  write: 
Richard  Dickey,  M.D.,  Ph.D.,  Louisiana  State 
University,  Dept,  of  Ob/Gyn,  School  of  Med- 
icine, 1542  Tulane  Ave.,  New  Orleans,  La.  701 12. 
The  telephone  number  is  (504)  527-8141. 

To  help  defray  expenses,  a per  diem  will  be 
paid  to  physicians  accepted  for  the  courses. 
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Book  Reviews 

Handbook  of  Medical  Treatment.  Thirteenth 
Edition.  Edited  by  Milton  J.  Chatton,  M.D.  648 
pages  with  a fable  of  Normal  Values  and  Abbre- 
viations. Los  Altos,  Calif.:  Lange  Medical  Pub- 
lications, 1972.  $6.50. 

This  book  is  composed  of  23  chapters  dealing 
with  treatment  of  various  medical  diseases.  The 
first  chapter  deals  with  general  symptoms  and 
signs  such  as  fever,  shock,  pain,  and  allergic  dis- 
orders. Each  is  briefly  presented  as  to  definition, 
etiology,  and  classification.  This  is  followed  by 
a more  detailed  discussion  of  treatment. 

The  next  chapter  concerns  fluid  and  electrolyte 
disorders.  Basic  considerations  are  presented  first, 
followed  by  a discussion  of  the  physiology  of  wa- 
ter and  electrolyte  disorders  and  the  treatment 
of  their  abnormal  states.  Pharmacologic  activities 
of  fluids  and  electrolytes  are  then  presented  and 
clinical  states  of  altered  acid-base  balance  are 
outlined.  Disorders  of  potassium,  calcium,  and 
magnesium  are  briefly  discussed,  and  finally,  an 
approach  to  diagnosis  and  treatment  of  water, 
electrolyte,  and  acid  base  disturbances  is  outlined. 

The  next  10  chapters  deal  with  specific  therapy 
of  various  organ  systems  including  skin,  lungs, 
heart,  blood  vessels,  blood,  liver,  gastrointestinal 
tract,  joints,  connective  tissue,  urinary  tract,  brain 
and  endocrine  glands.  Various  disease  states  in 
each  system  are  discussed,  beginning  with  a short 
orientation  followed  by  a more  detailed  outline 
of  treatment. 

There  is  a chapter  that  deals  with  hormones 
and  hormone-like  agents  and  one  that  is  con- 
cerned with  nutritional  and  metabolic  disorders. 
Four  chapters  discuss  infectious  diseases,  the  first 
being  viral,  chlamydial,  and  rickettsial;  the  sec- 
ond, bacterial  and  fungal;  the  third  is  spirochetal; 
and  the  fourth,  parasitic.  One  chapter  deals  with 
chemotherapeutic  and  antibiotic  agents.  This 
chapter  discusses  the  major  groups  of  antibiotics 
and  supplies  information  concerning  indications, 
antimicrobial  activity,  doses,  routes  of  adminis- 
tration, and  adverse  effects. 

Two  chapters  include  disorders  due  to  physi- 
cal agents  and  toxins  and  two  discuss  psychiatric 
disorders  and  cancer  chemotherapy. 

The  appendix  gives  an  outline  of  heart-lung 
resuscitation  and  includes  tables  of  desired 
weights  and  appropriate  equivalents. 


This  handbook  supplies  fairly  comprehensive 
information  concerning  treatment  of  most  disease 
states,  and  should  be  helpful  to  medical  students, 
interns,  residents,  and  practitioners.  The  print  is 
good,  the  binding  adequate,  and  the  price  is  fair. 

Jack  Q.  Causey,  M.D.,  Centreville,  Miss. 

A Synopsis  of  Contemporary  Psychiatry.  Fifth 
Edition.  By  George  A.  Ulett,  M.D.,  Ph.D.  367 
pages  with  illustrations.  St.  Louis:  The  C.  V. 
Mosby  Company,  1972.  $10.90. 

The  book  covers,  briefly,  of  course,  history  of 
psychiatry,  psychiatric  and  neurological  examina- 
tion, psychological  examination,  EEG,  psychiatric 
symptoms,  psychodynamics,  psychiatric  syn- 
dromes by  diagnostic  categories,  treatment,  man- 
agement of  suicidal  patients,  military,  forensic, 
and  community  psychiatry.  Obviously  any  attempt 
to  cover  this  amount  of  material  in  a book  that  is 
practically  pocket  size  is  going  to  meet  predictable 
difficulties,  particularly  in  a field  as  inclusive  and 
theoretical  as  psychiatry. 

The  sections,  for  example,  on  EEG  and  psy- 
chological testing  present  so  much  rather  techni- 
cal material  as  to  be  discouraging  to  the  totally 
uninitiated  and  I would  tend  to  either  expand 
these  a little  with  more  illustrations  or  abbreviate 
them  further  with  appropriate  references.  On  the 
other  hand,  the  brief  comments  on  diagnostic 
categories  such  as  transient  situational  reactions 
come  oft'  with  little  meaningful  material  at  all. 

The  section  on  chemotherapy  is  particularly 
good  with  the  exception  that  Dr.  Ulett  fails  to 
point  out  the  addictive  potential  of  many  of  the 
sedative  type  anti-anxiety  or  tranquilizing  drugs. 
He  does  mention  this  problem  briefly  in  one  sec- 
tion of  the  book,  but  falls  into  the  same  error 
when  discussing  their  use  with  neuroses,  men- 
tioning only  that  they  should  be  used  “judicious- 
ly.” 

The  section  on  mental  retardation  could  be 
read  more  meaningfully  if  the  classification  of 
mental  retardation  were  presented  first  in  the 
chapter  and  it  needs  updating  a little. 

The  proofreader  missed  several  opportunities 
to  distinguish  himself  in  this  edition,  a minor 
point,  but  for  some  reason  in  a book  this  brief 
incomplete  sentences  are  unusually  disconcerting. 

The  book  is  not  quite  as  up  to  date  perhaps 
as  some  textbooks;  however,  in  psychiatry,  ex- 
cept in  areas  such  as  genetics  and  somatic  thera- 
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py,  revising  every  three  to  four  years  may  save 
reviewing  much  material  that  is  already  obsolete 
or  out  of  vogue. 

These  are  all,  however,  minor  limitations  and 
1 am  sure  that  this  book  will  continue  to  be  of 
value  in  providing  an  overview  and  ready  refer- 
ence to  medical  students,  paraprofessionals,  non- 
psychiatric practitioners  and  others.  (It  might  be 
even  more  useful  if  it  were  presented  in  pocket 
size  paper  back  form  rather  than  hard  back.) 

Barbara  Goff,  M.D.,  Whitfield,  Miss. 

SAMA-MECO  Project 
Plans  Get  Underway 

The  MECO  (Medical  Education-Community 
Orientation)  project  in  Mississippi  will  be  operat- 
ing its  third  externship  program  this  summer.  At 
this  time,  it  is  predicted  that  40  pre-sophomore 
and  pre-junior  students  will  be  participating  in 
community  hospitals  and  family  practice  clinics 
across  the  state. 

The  MECO  project  in  Mississippi  is  sponsored 
jointly  by  the  Student  American  Medical  Associa- 
tion (SAMA)  chapter  at  UMC,  the  Mississippi 
Hospital  Association  and  the  Mississippi  State 
Medical  Association.  For  1973,  the  state  project 
director  is  David  Irwin  of  Saltillo  and  the  school 
director  is  Robert  Flowers  of  Brookhaven.  Tom 
Greer  of  Anguilla,  last  year's  state  project  direc- 
tor, is  now  serving  on  the  national  MECO  Plan- 
ning Committee. 

According  to  these  student  leaders,  “The 
SAMA  Project  for  Medical  Education  and  Com- 
munity Orientation  is  a nationally  coordinated 
network  of  extramural  educational  programs  or- 
ganized on  a statewide  basis  and  based  in  a com- 
munity hospital  or  group  practice  clinic.  MECO 
exposes  the  preclinical  student  to  the  health  care 
activity  of  the  community  and  involves  him  in 
clinical  and  non-clinical  areas  of  the  hospital  and 
clinic.  The  long  range  objectives  of  the  project 
are  to  affect  the  future  distribution  of  health  man- 
power in  the  United  States  and  to  develop  a 
mechanism  to  facilitate  continuing  education  of 
the  practicing  physician.” 

Although  many  aspects  of  MECO  are  not  new, 
having  been  developed  by  many  preceptorship 
and  externship  programs  in  the  past,  the  SAMA- 
MECO  project  represents  the  first  formalization 
on  a national  level  of  the  concept  of  extramural 
education  as  an  important  and  integral  part  of 
the  undergraduate  medical  education. 


For  more  information,  please  contact:  David 
H.  Irwin,  Jr.,  311  Lorenz  Blvd.,  Jackson  39216. 
The  telephone  number  is  (601)  366-0088. 

Region  5 Has 
Groundbreaking 

Two  groundbreaking  events  were  held  in  the 
Delta  Mental  Health  and  Retardation  Program 
for  the  Fifth  Region  of  Mississippi  recently. 

In  Cleveland,  ground  was  broken  for  a center 
building  at  a site  adjacent  to  the  Bolivar  County 
Hospital.  Ground  was  also  broken  for  another 
Delta  MH-MR  Center  building  on  a site  east  of 
the  General  Hospital  in  Greenville. 

The  two  facilities  will  serve  Washington,  Boli- 
var, Sharkey  and  Issaquena  counties  which  make 
up  MH/MR  Region  5.  The  center,  under  the  di- 
rection of  Dr.  Gilbert  S.  Macvaugh,  Jr.,  serves 
147,000  people  in  those  four  counties  and  has 
been  operating  from  temporary  facilities  since 
official  operation  began  on  July  1,  1972. 

Washington  County  Judge  Joe  Wroten,  who 
was  the  first  president  of  the  Washington  County 
Mental  Health  Association,  was  the  speaker  for 
both  ceremonies.  He  called  the  program  a grass- 
roots achievement  which  would  put  full-time,  full- 
service  mental  health  facilities  within  30  minutes 
of  residents  of  all  four  counties  of  the  region. 

State  Physical  Therapy 
Program  Organized 

Organization  of  the  state’s  first  physical  therapy 
training  program  is  well  underway  with  the  ap- 
pointment of  program  head  Dr.  Raymond  E. 
Hogue,  according  to  Dr.  Thomas  E.  Freeland, 
dean  of  the  University  of  Mississippi  School  of 
Health  Related  Professions. 

Dr.  Hogue,  named  by  the  Board  of  Trustees, 
Institutions  of  Higher  Learning,  in  October,  is 
professor  of  physical  therapy  and  chairman  of  the 
department. 

Beginning  next  September  with  a class  of  15. 
the  two-year  program  follows  two  years  of  col- 
legiate academic  work  and  leads  to  certification 
and  a bachelor’s  degree. 

The  new  chairman  holds  the  B.S.  and  M.A.  de- 
grees from  the  University  of  Kansas  and  the 
Ph.D.  from  the  University  of  Missouri.  He  was 
chief  physical  therapist  at  Children's  Convales- 
cent Hospital  in  Oklahoma  and,  for  12  years  pri- 
or to  the  Medical  Center  appointment,  was  di- 
rector of  physical  therapy  at  the  University  of 
Missouri  Medical  Center  at  Columbia. 
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105th  Annual  Session  of  MSMA  at 
Biloxi  Will  Offer  Something  for  Everyone 


Dr.  Martin 


Dr.  Denton  Cooley  of  Houston,  Tex.  will  head- 
line an  outstanding  lineup  of  scientific  session 
guest  speakers  for  the  105th  Annual  Session  of 

the  Mississippi  State 
Medical  Association, 
April  30-May  3, 
1973,  at  Biloxi. 

Dr.  Raymond  S. 
Martin,  Jr.,  of  Jack- 
son,  chairman  of  the 
Council  on  Scientific 
Assembly,  made  the 
announcement.  The 
convention  will  again 
be  held  at  the  luxury 
hotel,  the  Sheraton- 
Biloxi. 

The  annual  session 
opens  with  the  House 
of  Delegates  on  April  30,  and  the  Scientific  As- 
sembly opens  on  Tuesday,  May  1.  The  seven 
scientific  sections  will  offer  presentations  in  sur- 
gery, medicine,  preventive  medicine,  general  prac- 
tice, ob-gyn,  pediatrics  and  EENT. 

Thirteen  specialty  groups  will  have  concurrent 
meetings,  and  medical  alumni  from  Ole  Miss, 
Tennessee,  Tulane  and  Vanderbilt  are  scheduling 
social  occasions.  The  Louisiana-Mississippi  O & 
O Society  will  hold  its  annual  meeting  May  4 and 
5 at  the  Sheraton-Biloxi.  An  association-wide  fel- 
lowship party  is  on  the  Wednesday  evening  agen- 
da. 

Some  20  scientific  exhibits  will  be  offered  to 
convention-goers  as  well  as  over  30  technical  ex- 
hibits by  ethical  pharmaceutical  manufacturers, 
medical  supply  houses,  etc. 

A special  offering  this  year  will  be  color  films 
of  surgical  procedures  performed  at  the  Veterans 
Administration  Center  in  Jackson.  The  Mississip- 
pi Society  for  the  Prevention  of  Blindness  will 
again  offer  its  Short  Course  in  Practical  Tonome- 
try for  non-ophthalmologists  as  well  as  perform- 
ing glaucoma  screening  for  members  and  guests. 


The  Woman’s  Auxiliary  is  finalizing  plans  for 
its  concurrent  annual  session,  and  special  events 
include  the  Fifty  Year  Club,  golf  tournament  and 
other  group  meetings. 

Early  reservations  at  the  Sheraton-Biloxi  are 
recommended,  and  convention  officials  are  pre- 
dicting a sellout  by  April.  Reservations  may  be 
made  through  the  MSMA  office  or  by  writing  di- 
rectly to  the  Sheraton  at  3436  West  Beach  Blvd., 
Biloxi  39533.  Additional  luxury  accommodations 
are  available  at  the  adjacent  Holiday  Inn  and 
Ramada  Inn. 


U.A.B.  Now  Has 
Medical  Claims  System 

A computer  system  which  simplifies  the  filing 
of  professional  medical  claims  is  now  in  opera- 
tion at  the  University  of  Alabama  Medical  Cen- 
ter in  Birmingham.  This  system  enables  a more 
rapid  payment  of  fees  at  no  charge  to  the  physi- 
cian. Fifty  physicians  are  now  participating  in 
the  On-Line  Medicaid  Claims  Processing  System 
Project  made  possible  by  a contract  with  the 
Health  Care  Technology  Division  of  the  National 
Center  for  Health  Services  Research  and  Devel- 
opment. 

Because  of  the  volume  of  Blue  Cross-Blue 
Shield,  Medicaid,  Medicare  and  commercial  in- 
surance claims  which  must  be  prepared  daily, 
many  physicians  employ  fulltime  claims  staffs. 
Because  insurance  claims  become  non-negotiable 
if  not  filed  by  deadline,  and  the  reprocessing  of 
incorrect  or  incomplete  claims  causes  consider- 
able delay  in  payments,  the  need  for  rapid  and 
accurate  processing  is  obvious. 

Now  the  On-Line  Claims  Project  provides  the 
installation  of  a standard,  low-cost  auxiliary  Bell 
telephone  device  with  Touch-Tone  and  Card 
Dialer  capabilities.  This  device  connects  the  phy- 
sician's office  to  the  computer  center  in  Birming- 
ham. All  of  the  information  required  on  the  Med- 
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icaid  form  (W-1490)  is  transmitted  by  push  but- 
tons on  the  Touch-Tone  telephone  or  by  insert- 
ing pre-punched  telephone  dialer  cards,  which 
eliminate  errors  in  transmitting  information.  The 
computer  transposes  all  appropriate  data  onto 
claim  forms,  which  are  sent  directly  to  the  insur- 
ance carrier. 

This  system  also  returns  a completed  copy  of 
each  form  to  the  physician's  office.  Each  partici- 
pating doctor  receives  individualized  sets  of  pre- 
punched cards  for  his  most  commonly  used  pro- 
cedures and  diagnoses.  By  insertion  of  these 
cards  into  the  card  dialer,  the  identification  of 
the  physician,  the  procedures  and  diagnoses  are 
communicated.  By  using  the  push  buttons,  the 
patient’s  identification,  the  place  of  service,  the 
date  and  the  charges  are  communicated. 

Where  physicians  had  often  risked  nonpayment 
for  services  rendered  to  patients  no  longer  cov- 
ered by  insurance,  the  computer  center  now  offers 
the  capability  of  checking  a patient’s  current 
Medicaid  status. 

Allergists  Plan 
Annual  Meeting 

The  American  Association  for  Clinical  Immu- 
nology and  Allergy  will  hold  its  annual  meeting 
Nov.  29-Dec.  2 at  the  Hilton  Palacio  Del  Rio 
Hotel  in  San  Antonio,  Tex. 

For  further  information,  contact  the  program 
chairman.  Dr.  Robert  J.  Brennan,  president-elect, 
3471  N.  Federal  Hwy.,  Fort  Lauderdale,  Fla. 
33306. 

Dr.  Ellis  Moffit  of  Jackson,  Miss.,  is  currently 
serving  as  president  of  the  Southeast  Section  of 
the  Omaha-based  organization. 

MSMA  Included  in 
New  State  History 

An  entire  chapter  in  Volume  II  of  the  new  A 
History  of  Mississippi  is  devoted  to  medical  ser- 
vices and  the  Mississippi  State  Medical  Associa- 
tion’s development  and  role  in  bringing  health 
services  to  the  state’s  people  is  prominently  in- 
cluded. 

MSMA  staff  represented  the  association  at  the 
autograph  party  for  contributors  held  at  the  Old 
Capitol  Museum  in  Jackson  on  Jan.  19. 

The  new  two  volume  history  was  published  by 
the  University  and  College  Press  of  Mississippi 
and  sells  for  $25.00  a set.  Copies  may  be  ordered 


Contributors  shown  are  (clockwise)  R.  A.  Mc- 
Lemore,  editor  and  contributor;  Sarah  A.  Rouse, 
Jack  W.  Gunn,  Joseph  C.  Kiger , Willie  D.  Halsell, 
and  Laura  D.  S.  Harrell,  associate  editor  who  also 
contributed  the  chapter  on  “Medical  Services  in  Mis- 
sissippi, 1890-1970.” 

from  the  University  and  College  Press,  Hatties- 
burg, Miss.  39401. 

National  SAMA  President 
Speaks  at  UMC 

George  M.  Blatti,  national  president  of  the 
Student  American  Medical  Association,  will  be  in 
Jackson,  March  23,  1973,  to  address  the  noon 
Medical  Center  Assembly  in  the  School  of  Nurs- 
ing Auditorium. 

Mr.  Blatti  attended  two  years  of  medical  school 
at  the  University  of  South  Dakota,  and  transferred 
to  the  University  of  Minnesota  for  the  completion 
of  his  training.  He  is  presently  a senior  medical 
student. 

Mr.  Blatti  served  as  the  regional  coordinator  for 
the  MECO  program  in  the  Midwest  in  1970-71, 
and  was  on  the  national  MECO  Committee.  In 
1971-72  he  served  as  Speaker  of  the  House  of 
Delegates  of  SAMA,  while  being  actively  involved 
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in  national  health  legislation.  He  was  elected  na- 
tional president  of  SAMA  in  May  1972. 

On  Friday  evening  he  will  participate  in  a 
panel  discussion  on  the  major  national  health 
issues,  and  how  students  can  become  more  in- 
volved. All  physicians  are  invited  to  both  sessions. 
The  night  meeting  is  in  The  Medical  Center  Holi- 
day Inn  at  7:30  p.m. 


Hindman  Named  IJMC 


University  of  Mississippi  School  of  Medicine  senior 
Steve  Hindman  of  Newton,  left,  is  this  year’s  re- 
cipient of  the  Phillip  Morris-Lindsey  Risher  Scholar- 
ship. Dr.  Lindsey  Risher,  left,  former  Laurel  physi- 
cian who  now  heads  Comprehensive  Health  Planning 
in  Jackson,  established  the  $1,000  annual  award  last 
year  in  conjunction  with  Phillip  Morris,  Inc. 

Drug  and  Alcohol 
Treatment  Offered 

A new  service  of  Mental  Health  and  Retarda- 
tion Region  2 is  an  alcohol  and  drug  abuse  treat- 
ment program  for  Panola,  DeSoto,  Marshall, 
Tate,  Lafayette,  Yalobusha  and  Calhoun  coun- 
ties. “Alcohol  and  drug  abuse  are  among  the  most 
frequently  encountered  mental  health  problems,” 
according  to  director  George  Muse,  who  said  no 
one  is  denied  treatment  for  alcohol  and  drug 
abuse  under  the  new  region-wide  program. 

The  program  provides  direct  services  to  ad- 
dicted patients  and  provides  counseling  for  fam- 
ilies and  refers  patients  to  half-way  houses  and 
to  other  service  institutions.  The  program  also 


provides  psychiatric  and  psychological  evaluation, 
withdrawal  services,  therapy,  occupational  guid- 
ance and  educational  programs  for  schools,  in- 
dustry and  other  interested  groups. 

During  its  tirst  two  months,  the  program  served 
patients  ranging  in  age  from  12  to  70,  and  it  is 
currently  serving  families  in  each  of  the  region’s 
seven  counties. 

The  program  is  operated  out  of  the  regional 
center  at  Oxford,  directed  by  Dr.  Joseph  Tramon- 
tana, who  said  that,  in  the  future,  drug  and  alco- 
hol counseling  and  rehabilitation  services  will  be 
provided  in  each  of  the  seven  counties,  thus  elim- 
inating the  need  for  patients  to  come  to  Oxford 
as  frequently  as  before. 

Dr.  Nelson  Is  New 
Medical  Center  Dean 

Dr.  Norman  C.  Nelson  will  become  vice  chan- 
cellor for  health  affairs  and  dean  of  the  medical 
school  at  the  University  of  Mississippi  Medical 
Center  in  Jackson  July  15. 

Dean  at  LSU  School  of  Medicine  in  New  Or- 
leans since  1971,  the  43-year-old  surgeon  has 
been  on  the  faculty  there  for  10  years,  rising  from 
instructor  to  professor  of  surgery,  becoming  as- 
sociate dean  in  1969,  and  dean  two  years  later. 

University  Chancellor  Porter  L.  Fortune,  Jr., 
announced  Dr.  Nelson's  appointment  Thursday 
following  approval  of  the  Board  of  Trustees,  In- 
stitutions of  Higher  Learning,  in  their  regular 
February  meeting. 

“Dr.  Nelson’s  experience  as  practicing  surgeon, 
superior  teacher,  and  successful  administrator  give 
him  the  solid  background  the  Medical  Center's 
chief  administrative  officer  must  have,”  Chan- 
cellor Fortune  said.  “He  has  the  proven  ability 
and  leadership  quality  vital  to  the  academic  health 
sciences,  particularly  in  1973  when  changes  in 
federal  priorities  have  put  all  university  health 
centers  under  severe  financial  stress.” 

The  new  appointee  succeeds  Dr.  Robert  E. 
Blount,  Medical  Center  director  and  medical 
school  dean,  who  reaches  retirement  age  in  July. 

The  change  in  title  from  director  to  vice  chan- 
cellor reflects  the  increased  and  broadened  re- 
sponsibilities accompanying  Medical  Center 
growth.  Chancellor  Fortune  explained.  The  size 
and  complexity  of  the  Medical  Center,  with  its 
established  Schools  of  Medicine,  Nursing,  and 
Health  Related  Professions,  and  developing  dental 
school.  University  Hospital,  graduate  study,  re- 
search, and  community  service  programs  call  for 
a different  administrative  structure  than  was  need- 
ed previously,  he  said. 
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Dr.  Nelson  got  his  medical  and  undergraduate 
degrees  at  Tulane  University  and  did  his  intern- 
ship and  residency  at  Charity  Hospital  of  Louisi- 
ana prior  to  a year  as  a clinical  and  research  fel- 
low in  surgery  at  Harvard. 

Dr.  Nelson's  special  recognitions  include  elec- 
tion to  Omicron  Delta  Kappa,  leadership  frater- 
nity, Phi  Kappa  Phi,  Sigma  Xi,  and  Alpha  Omega 
Alpha,  honor  societies. 

His  academic  career  is  marked  by  five  years  as 
a Markle  Scholar,  a Southern  Surgical  Association 
Shipley  Award,  five  consecutive  years'  recognition 
as  best  clinical  lecturer  at  LSU,  designation  as 
most  inspirational  teacher  in  1966  and  1968,  and 
Class  of  1970  selection  as  outstanding  teacher. 

He  holds  membership  in  20  professional  so- 
cieties including  the  Association  of  American 
Medical  Colleges,  American  Association  for  the 
Advancement  of  Science,  American  Medical  As- 
sociation, Society  of  University  Surgeons,  and  the 
Association  for  Academic  Surgeons.  He  is  a fel- 
low of  the  American  College  of  Surgeons  and  the 
Southeastern  Surgical  Congress  and  is  current 
president  of  the  Surgical  Association  of  Louisiana. 

Among  Dr.  Nelson’s  numerous  activities  are 
past-chairmanship  of  the  American  College  of 
Surgeons  Region  7 Commission  on  Cancer,  con- 
sultant in  surgery  to  the  USPHS  Hospital  in  New 
Orleans,  service  on  the  board  of  the  Louisiana 
Division,  American  Cancer  Society,  the  medical 
professions  advisory  subcommittee  of  the  Health 
Education  Authority  of  Louisiana,  the  Regional 
Advisory  Group  of  the  Louisiana  Regional  Med- 
ical Program  and  chairmanship  of  the  committee 
on  health  manpower  of  the  New  Orleans  Area 
Health  Planning  Council. 

Dr.  Nelson  was  born  in  Hibbing,  Minn.,  in 
1929.  In  his  early  childhood,  his  family  moved  to 
Vicksburg  where  his  father  owned  and  managed 
the  National  Park  Hotel,  later  to  Biloxi  and 
Houston,  Texas.  His  wife  is  the  former  Annie  Lee 
Pitre  of  Ville  Platte,  La.  They  have  three  children. 

AMA  Sponsors 
Socioeconomics  Congress 

The  AMA  will  present  the  7th  National  Con- 
gress on  the  Socioeconomics  of  Health  Care  April 
13-14  at  the  Marriott  Motor  Hotel  in  Chicago. 

Sponsored  by  the  AMA  Council  on  Medical 
Service,  the  congress  is  designed  to  assist  inter- 
ested physicians  to  increase  personal  productivity 
by  adoption  of  more  efficient  business  and  office 


practice  procedures  and  to  identify  sources  of  in- 
formation and  services  in  the  area  of  practice 
management. 

Registration  is  $25.00  for  AMA  members  and 
$35.00  for  nonmembers.  For  further  information, 
write  Division  of  Medical  Practice,  AMA,  535 
N.  Dearborn  St.,  Chicago,  111.  60610. 


Physicians  Attend 
Heart  Fund  Kick-off 


Among  those  attending  the  Mississippi  Heart  Fund 
kickoff  held  recently  in  Jackson  were  these  Missis- 
sippi Heart  Association  officers  and  committee  chair- 
men. Seated  left  to  right,  Dr.  William  L.  Wood,  Jr. 
of  Tupelo,  vice-president;  Dr.  Frederick  E.  Tatum  of 
Hattiesburg,  president;  Dr.  E.  E.  Thrash  of  Jackson, 
personnel  committee  chairman;  Dr.  Joe  M . Ross,  Jr. 
of  Vicksburg,  membership  chairman.  Back  row  left 
to  right,  Charles  W.  Holt  of  Hattiesburg,  secretary; 
Brad  Dye  of  Grenada,  state  heart  fund  chairman; 
Ray  R.  McCullen  of  Jackson,  treasurer;  and  Dr. 
Lewis  Nobles  of  Clinton,  research  advisory  and 
policy  committee  chairman. 

Miss.  Arts  Festival 
Announces  Plans 

Mississippi’s  cultural  extravaganza  will  again 
be  in  full  swing  May  1-6  when  the  Tenth  Annual 
Mississippi  Arts  Festival  officially  opens.  Again 
festival  officials  have  planned  a full  week  of 
events.  This  year’s  festival  will  stress  involvement 
with  more  than  150.000  people  expected  to  par- 
ticipate in  the  May  event. 

An  international  tone  will  be  brought  to  the 
festival  this  year  in  its  presentation  of  four  nights 
of  entertainment  by  widely  acclaimed  performers. 
In  the  Jackson  Municipal  Auditorium  the  Jack- 
son  Ballet  Guild  will  offer  an  evening  of  ballet 
May  1,  and  the  Mississippi  Opera  Association 
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will  offer  a night  of  opera  May  3.  In  the  Missis- 
sippi Coliseum  the  Arts  Festival  itself  will  present 
two  nights  of  stellar  entertainment.  May  4 and  5. 

An  exciting  addition  to  the  festival  will  be  an 
International  Exhibit  where  members  of  the 
state's  international  community  in  national  cos- 
tume will  present  the  arts,  crafts,  and  culture  of 
Germany,  Greece,  Kenya,  and  Japan.  Highlights 
will  include  a recital  by  a German  concert  pianist, 
a display  of  contemporary  African  graphics,  and 
Greek  dancing. 

Another  important  new  event  will  be  a Eudora 
Welty  Celebration.  On  May  2,  which  will  be  de- 
clared Eudora  Welty  Day  for  the  state.  Miss  Wel- 
ty will  present  a reading  from  her  works  in  the 
historic  House  of  Representatives  chamber  in  the 
Old  Capitol  Museum.  A reception  for  the  author 
will  follow  in  the  new  Archives  and  History 
Building.  The  public  is  invited.  In  conjunction 
with  the  celebration,  New  Stage  Theatre  will  pre- 
sent performances  of  its  highly  acclaimed  adapta- 
tion of  Miss  Welty’s  book,  The  Ponder  Heart. 

Artisans  in  Action,  the  hit  of  last  year’s  festi- 
val, will  return  with  more  than  125  artisans  cre- 
ating objects  of  beauty  and  usefulness.  The  ex- 
citing array  of  entertainment  for  the  '73  Festival 
will  also  include  band  and  symphony  concerts, 
a noted  troupe  of  actors  in  performance,  an  un- 
usual circus  of  the  performing  arts,  an  arts  and 
crafts  show,  and  a special  exhibit  in  the  Old  Capi- 
tol Museum. 

Topnotch  musicians,  vocalists,  actors,  and  art- 
ists from  throughout  the  state  will  exhibit  their 
skills  in  attractions  along  the  midway,  with  con- 
certs and  coffeehouse  entertainment  featured 
nightly.  Artists  of  every  age  and  talent  will  be  in- 
cluded in  seven  major  exhibitions.  Seminars  on 
opera  and  acting,  and  children’s  literature  are 
scheduled.  A Film  Celebration  will  screen  win- 
ners of  the  festival's  second  annual  film  competi- 
tion as  well  as  film  classics;  and  for  the  first  time, 
winning  entries  in  the  festival’s  literary  competi- 
tion will  be  published  and  children’s  pavilion 
which  allows  youngsters  to  participate  in  the  arts 
will  be  supplemented  by  plays,  concerts,  and 
story-telling  hours. 

Ticket  sales  will  begin  March  12  with  stars 
to  be  announced  March  18.  Ballet  tickets  are 
priced  at  $5,  $4,  and  $3.  Opera  tickets  are  $5, 
$4,  and  $3.  Mississippi  Arts  Festival  tickets,  good 
for  both  the  May  4 and  May  5 performances,  are 
$15,  $10,  and  $5.  Order  forms,  which  may  be 
completed  and  mailed  to  the  ticket  office,  will  be 
published  in  newspapers  throughout  the  state  be- 
ginning Sunday,  March  11. 

The  purchase  of  a ticket  to  any  of  these  four 


performances  will  entitle  the  purchaser  to  enter 
the  fairgrounds  and  all  festival  exhibits,  except 
the  Coffeehouse,  free  throughout  festival  week. 
Persons  without  performance  tickets  will  be  re- 
quired to  pay  a 25#  admission  charge  to  enter  the 
fairgrounds,  and  $ I for  the  Performing  Arts  Pro- 
gram. Coffeehouse  admission  will  be  50#. 

The  festival  is  sponsored  by  Mississippi  Arts 
Festival,  Inc.,  which  was  established  in  1969. 
Prior  to  that  time,  the  festival  was  produced  un- 
der the  auspices  of  the  Jackson  Civic  Arts  Coun- 
cil and  the  Junior  League  of  Jackson.  Since  its 
inception  in  1964,  the  festival  has  grown  in  at- 
tendance from  3,500  to  150,000.  Producing  the 
festival  is  like  operating  a great  industry  with 
more  than  2,000  volunteers  who  plan,  promote, 
and  stage  this  extraordinary  extravaganza  of  the 
arts.  Serving  as  chairman  of  the  1973  production 
committee  is  Mrs.  Tim  Jones.  Assisting  are  Mrs. 
David  R.  Bickerstaff,  co-chairman;  Mrs.  Charles 
C.  Taylor,  Jr.,  secretary;  Mrs.  Albert  H.  Green, 
treasurer;  and  Mrs.  John  B.  dark,  promotion. 

AMA’s  Medicredit 
Is  Explained  Further 

Mississippi  Senator  James  O.  Eastland  and 
Congressmen  Bowen,  Cochran,  Lott  and  Mont- 
gomery were  among  127  other  senators  and  con- 
gressmen introducing  an  improved  and  expanded 
version  of  the  American  Medical  Association 
backed  Medicredit  bill  for  national  health  in- 
surance as  the  93rd  Congress  began. 

Based  on  the  principle  of  using  tax  credits  to 
spur  the  purchase  of  comprehensive  health  insur- 
ance for  all  Americans,  the  Medicredit  proposal 
has  four  chief  bipartisan  sponsors  from  the  Senate 
and  House  committees  responsible  for  health 
legislation — Sens.  Vance  Hartke  (D-Ind.)  and 
Clifford  Hansen  (R-Wyo. ),  both  of  the  Senate  Fi- 
nance Committee,  and  Reps.  Richard  Fulton  (D- 
Tenn.)  and  Joel  Broyhill  (R-Va.),  both  of  the 
House  Ways  and  Means  Committee. 

Dr.  Russell  B.  Roth,  AMA’s  president-elect, 
joined  the  chief  sponsors  of  the  proposed  legisla- 
tion after  its  introduction  into  the  Congress  at  a 
Capitol  Hill  press  conference  and  detailed  the  new 
provisions  of  Medicredit  1973  which  include  den- 
tal care  for  children,  emergency  dental  care  for 
all  ages,  and  improved  home  health  services. 

Dr.  Roth  said  that  the  new  Medicredit  proposal 
should  cost  about  $12.1  billion,  approximately  the 
same  as  last  year’s  bill.  He  pointed  out  in  explana- 
tion, however,  that  while  new  benefits  have  been 
added  to  the  1973  version,  certain  modifications 


MARCH  1973 


109 


ORGANIZATION  / Continued 

had  been  made  to  the  new  bill’s  deductible  and 
coinsurance  features. 

The  Medicredit  bill  is  a three-pronged  approach 
to  providing  health  insurance  protection,  accord- 
ing to  Dr.  Roth.  The  proposal  would: 

— pay  the  full  cost  of  health  insurance  for  those 
too  poor  to  buy  their  own, 

— help  those  who  can  afford  to  pay  a part  of 
their  health  insurance  cost.  The  less  they  can  af- 
ford to  pay,  the  more  the  government  would  pay, 
— see  to  it  that  no  American  would  have  to 
bankrupt  himself  because  of  a catastrophic  illness. 

On  the  subject  of  the  catastrophic  provisions 
of  the  bill,  Hartke  said: 

“I  have  been  appalled,  as  have  most  of  us,  by 
the  medical  horror  stories  that  have  been  brought 
to  our  attention.  Hardly  a week  passes  without 
news  of  yet  another  family  pauperized  by  cata- 
strophic illness.  . . . 

“Under  Medicredit,  the  tragedy  of  catastrophic 
illness  would  no  longer  be  worsened  by  the  threat 
— or  the  actuality — of  financial  catastrophe.  No 
American  family  would  ever  again  face  the  pros- 
pect of  losing  its  savings,  or  its  home,  or  its  sol- 
vency because  of  health  or  medical  bills.” 

Broyhill  compared  the  Medicredit  bill  with 
other  national  health  insurance  proposals  in  the 
Congress. 

“According  to  a report  prepared  for  the  House 
Ways  and  Means  Committee  during  the  last  ses- 
sion, the  Kennedy-Griffiths  proposal  would  have 
cost  the  taxpayers  a staggering  $91  billion  a year,” 
he  said.  “This  would  have  meant  that  health  alone 
took  up  about  one-third  of  the  entire  Federal 
budget.  . . . 

“Rich  or  poor,  everyone  under  this  proposal 
would  have  Uncle  Sam  pay  all  or  most  of  his 
health  care  bill  every  year. 

“The  Medicredit  proposal,  on  the  other  hand, 
is  designed  to  spread  the  cost  of  medical  and 
health  care  fairly  and  equitably  over  the  popula- 
tion on  the  basis  of  each  American’s  ability  to 
pay.” 

Stating  that  Medicredit  is  designed  to  solve  the 
most  immediate  and  pressing  problems  of  the  na- 
tion’s health  care  system,  Hansen  emphasized  that 
the  AMA  plan  would  “unlock  the  financial  doors 
that  bar  many  Americans  from  high  quality  med- 
ical care  . . . stress  preventive  care — annual 
check-ups,  out-of-hospital  diagnostic  services,  well 
baby  care,  dental  care  for  children,  and  home 
health  services  . . . provide  psychiatric  care  with- 
out limit.  . . .” 

Predicting  that  Medicredit  would  wind  up  with 
200  sponsors  in  the  93rd  Congress  ...  25  more 
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than  in  the  92nd  . . . Fulton  noted  that  a third  of 
the  sponsors  were  Democrats,  which  establishes 
the  AMA-backed  bill  as  the  national  health  in- 
surance proposal  with  the  most  bipartisan  support. 

“What  this  bill's  sponsors  are  endorsing,”  Con- 
gressman Fulton  said,  “is  an  approach  to  the 
problem  of  financing  health  care.  What  we  are 
all  saying,  I think,  is  that  we  do  not  believe  that 
the  federal  government  can — or  should — assume 
the  entire  burden  by  itself;  that  we  should  build 
on  what  we  have  instead  of  junking  it  and  starting 
out  again  from  scratch;  and  that  the  government 
role  should  be  confined  to  that  of  helping  those 
who  need  help.  . . .” 

President  Nixon  Announces 
Health  Budget  Cuts 

President  Nixon  plans  to  end  the  26-year-old 
Hill-Burton  program  of  federal  grants  for  hospital 
construction  and  the  regional  medical  program. 
His  fiscal  1974  budget  also  calls  for  cutbacks  in 
programs  for  community  health  centers,  children’s 
mental  health  and  alcoholism. 

Under  the  budget,  Medicare  patients  would 
have  to  pay  an  additional  estimated  $1.2  billion 
of  their  hospital  and  medical  bills  in  the  next  18 
months. 

Aside  from  Medicare  outlays  of  $12.6  billion, 
the  federal  budget  for  health — most  of  it  under 
the  Department  of  Health,  Education  and  Welfare 
— calls  for  expenditures  of  $9.1  billion  in  the  next 
12  months,  an  increase  of  $700  million  over  the 
current  fiscal  year  which  ends  June  30. 

Some  National  Institutes  of  Health  research 
programs  would  be  cut  back  but  spending  on 
cancer  would  climb  $91  million  to  $445  million, 
and  outlays  on  heart  and  lung  diseases  would  in- 
crease $28  million,  to  $250  million.  Special  em- 
phasis would  be  placed  on  those  types  of  cancer 
that  cause  the  highest  mortality — lung,  breast, 
large  bowel,  prostate,  bladder  and  pancreas.  Heart 
research  would  focus  on  preventing  arterioscle- 
rosis and  hypertension. 

The  NIH  program  of  support  for  training  of 
research  scientists — now  $150  million  a year — 
would  be  discontinued.  The  federal  government 
also  would  reduce  its  support  for  training  nurses, 
veterinarians,  optometrists,  podiatrists,  pharma- 
cists and  public  health  personnel.  Federal  support 
would  be  concentrated  on  training  of  physicians 
and  dentists. 

President  Nixon’s  plans  for  cutbacks  in  some 
health  expenditures  were  foreshadowed  by  two 
vetoes  of  HEW  appropriation  bills  last  year. 

“My  strategy  for  health  in  the  1970’s  stresses 
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a new  federal  role  and  basic  reforms  to  assure 
that  economical,  medically  appropriate  health  ser- 
vices are  available  when  needed,”  he  said  in  his 
budget  message. 

An  HEW  official  described  the  cutbacks  as  “a 
conscious  decision  to  identify  those  programs  that 
have  fulfilled  their  purposes  already  or  are  unable 
to.”  HEW  officials  said  the  regional  medical  pro- 
gram, which  initially  was  designed  to  combat  heart 
disease,  cancer  and  strokes,  never  achieved  its 
goal  of  providing  better  planning  of  health  re- 
sources locally  or  speeding  research  knowledge  in- 
to therapy.  Support  would  be  continued  for  the 
515  centers  established  under  the  nine-year-old 
community  mental  health  program  but  funds 
would  not  be  provided  to  expand  the  number  to 
the  original  goal  of  2,000. 

In  the  Medicare  program,  the  administration  is 
beginning  to  put  into  effect  non-legislative  reforms 
that  are  estimated  to  save  the  government  $342 
million  during  the  remainder  of  this  fiscal  year. 
The  President  said  he  will  ask  Congress  for  au- 
thority to  shift  $600  million  a year  in  charges  to 
Medicare  patients. 

The  combined  effect  of  the  legislative  proposals 
and  administrative  actions  would  be  a net  savings 
to  the  federal  government  in  fiscal  year  1974  of 
$849  million,  according  to  the  proposed  budget 
for  the  Department  of  Health,  Education,  and 
Welfare. 

Effective  January  1,  1974,  if  Congress  agrees: 

— Those  who  are  hospitalized  would  have  to 
pay  the  first  day’s  charge  for  room  and  board  and 
10  per  cent  of  the  charges  for  all  hospital  services 
thereafter.  As  it  is  now,  a Medicare  patient  pays 
$72 — the  national  average  cost  of  one  day  in  a 
hospital  by  a Medicare  beneficiary — for  the  first 
day  of  hospitalization  and  nothing  more  until  the 
61st  day  when  he  begins  paying  $18  a day  toward 
his  charges. 

A Medicare  spokesman  said  that  for  a patient 
hospitalized  1 3 days,  the  average  for  beneficiaries, 
the  cost  could  increase  from  $72  to  a minimum 
of  $158.40.  About  five  million  disabled  or  aged 
65  or  older  will  be  hospitalized  under  Medicare 
during  the  next  fiscal  year. 

— Under  Medicare  Part  B,  the  voluntary  doc- 
tor insurance  that  will  cover  22.5  million  per- 
sons next  year,  the  patient  would  pay  the  first 
$85  of  his  doctor  bills  and  25  per  cent  of  the 
remainder.  He  now  pays  a $60  deductible  and 
20  per  cent  of  subsequent  charges.  For  a patient 
with  a $500  doctor  bill,  his  share  of  the  cost 
would  increase  from  $148  to  $188.75.  About 
11.6  million  beneficiaries  will  receive  medical 
care  during  the  next  fiscal  year. 


AAFP-Synapse  Announce 
Audiovisual  Program 

The  American  Academy  of  Family  Physicians 
(AAFP)  and  Synapse  Communications  Services, 
Inc.  have  announced  the  launching  of  a contem- 
porary audiovisual  program  designed  to  provide 
the  academy’s  32,000  member  physicians  with  a 
unique  new  form  of  continuing  education. 

Representatives  of  the  two  organizations  said 
that  Synapse  would  produce  a total  multi-media 
program  and  offer  it  to  academy  members  on  a 
subscription  basis.  The  academy,  the  nation’s  sec- 
ond largest  medical  association  and  largest  spe- 
cialty group,  will  define,  review  and  pass  upon  the 
audiovisual  program. 

Dr.  George  Rowland,  AAFP  board  member 
and  chairman  of  the  Academy’s  Commission  on 
Education,  said  that  the  new  program  marks  the 
first  time,  in  his  knowledge,  that  a major  medical 
organization  has  undertaken  to  apply  this  type  of 
audiovisual  program  to  its  postgraduate  educa- 
tional mix. 

He  noted  that  the  academy  has  required  that 
its  members  take  a minimum  of  150  hours  of  con- 
tinuing study  each  three  years  since  its  founding 
in  1947.  It  is  the  only  national  medical  group 
having  such  a requirement. 

Certification  in  the  new  specialty  of  family 
practice  would  be  aided  by  the  new  program,  of- 
fering academy  members  a fresh,  new  approach 
to  the  educational  requirements.  Certification  as 
a family  practice  specialist  is  accorded  by  the 
American  Board  of  Family  Practice,  a wholly 
separate  board  of  certification,  after  successful 
completion  of  a two-day  written  examination. 

Synapse’s  new  four-part  learning  system  will 
be  delivered  to  the  participating  doctor  in  a 
color-coded  container  which  will  include  a video 
cassette,  a workbook,  models  and  a series  of  self- 
tests. 

Medical  categories  covered  will  run  the  gamut 
of  problems  family  physicians  confront  on  a day- 
to-day  basis,  including  internal  medicine,  pedi- 
atrics, obstetrics  and  gynecology,  psychiatry, 
emergency  care,  surgery  and  community  medi- 
cine. Doctors  will  be  encouraged  to  purchase  or 
lease  a video  cassette  player  through  a centralized 
agency. 

“The  new  learning  package,”  said  Joseph  H. 
Harris,  president  of  Synapse,  “is  a marriage  of 
contemporary  communication  techniques  with  the 
educational  needs  of  the  medical  profession.  The 
educational  information  we  wish  to  communicate 
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Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexic; 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddines:  i 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability  \ 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in  i 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  anc  ] 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopen  \ 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  li'  j 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


r'inworm 

therapy  is  often  a 
family  affair 


Let’s  make  his  position  perfectly  clear..* 


Antivert 

, (meclizine  HCl) 

for  vertigo 


Vntivert'®  (meclizine  HCl)  has  been  found 
iseful  in  the  management  of  vertigo  assoch 
ted  with  diseases  affecting  the  vestibular  sys- 
zm.  It  is  available  as  Antivert  (12.5  mg. 
jieclizine  HCl)  and  Antivert/25  (25  mg. 
leclizine  HCl)  scored  tablets  for  convene 
mce  and  flexibility  of  dosage.  Antivert/25 
25  mg.  meclizine  HCl)  Chewable  Tablets 
re  available  for  the  management  of  nausea, 
'omiting,  and  dizziness  associated  with  mo-' 
ion  sickness. 


INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso- 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  1 2th- 1 5 th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  j . 

vision  have  been  reported. 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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will  determine  the  balance  among  the  media  we 
employ.” 

Production  cost  of  the  learning  system  will  be 
shared  by  companies  operating  in  the  health  care 
field.  The  doctor  will  be  charged  as  little  as  $25 
per  program,  and  will  have  the  flexibility  to  sub- 
scribe to  programs,  depending  on  his  educational 
needs. 

“The  family  doctor  is  a primary  physician  who 
deals  with  up  to  90  percent  of  the  patient’s  health 
problems,”  said  Dr.  Rowland.  “This  new  educa- 
tional program  is  designed  to  help  him  to  cope 
with  those  problems  better. 

“Our  academy  members  have  used  continuing 
education  for  many  years  to  help  them  deal  with 
the  medical  problems  of  their  patients  on  a day- 
to-day  basis.  This  new  program  is  an  important 
addition  to  the  postgraduate  mix.  It  will  assist 
the  doctor  in  his  continuing  effort  to  be  better  in- 
formed. The  end  result  has  got  to  be  better  pa- 
tient care,  and  that’s  what  we  are  all  after.” 

UMC  Minority  Affairs 
Coordinator  Appointed 

Peter  Stewart,  a native  Mississippian,  is  the 
coordinator  of  minority  student  affairs  at  the  Uni- 
versity Medical  Center,  announced  Dr.  Robert  E. 
Blount,  director. 

Stewart’s  appointment  to  the  newly-established 
post  was  approved  at  the  January  meeting  of  the 
Board  of  Trustees,  Institutions  of  Higher  Learn- 
ing. 

The  new  minority  student  affairs  coordinator 
will  head  a special  University  of  Mississippi 
School  of  Medicine  recruitment  project,  sup- 
ported by  a $50,000  grant  from  the  U.  S.  Depart- 
ment of  Health,  Education  and  Welfare.  The  pro- 
gram is  designed  to  help  qualified  students  from 
the  state’s  minority  groups  enter  the  health  field. 

Stewart  will  work  with  both  students  and  pre- 
med  advisors  in  the  state’s  colleges,  universities, 
junior  colleges  and  high  schools.  Helping  students 
get  needed  financial  aid  through  scholarships  and 
loans,  he  will  also  guide  advisors  in  strengthening 
pre-med  programs. 

A Jackson  State  College  graduate,  Stewart  also 
holds  the  M.S.  degree  in  urban  studies  adminis- 
tration from  Georgia  State  College.  He  was 
named  a Yale  University  National  Urban  Fellow, 
through  which  he  worked  with  the  San  Francisco 
Human  Rights  Commission  and  the  Community 
Coalition  for  Public  Schools  in  Jackson.  Prior 
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to  his  Medical  Center  appointment,  he  was  plan- 
ning coordinator  for  the  Mississippi  Council  for 
Voluntary  Family  Planning. 

AMA  Sponsors  Rural 
Health  Care  Meet 

The  26th  National  Conference  on  Rural  Health 
of  the  American  Medical  Association  will  be  held 
Mar.  29-30  in  Dallas  at  the  Statler-Hilton  Hotel. 

Theme  of  the  conference  will  be:  “Rural 

Health — Innovation  to  Implementation.”  Confer- 
ence goals  will  be  four-fold:  to  study  communi- 
ty organization  for  rural  health  services;  to  em- 
phasize coordination  of  rural  development  and  ru- 
ral health  services;  to  review  some  possible  solu- 
tions for  rural  health  care  delivery  systems;  and 
to  study  evaluation  techniques  for  rural  health 
services. 

Dr.  Robert  E.  Reiheld,  of  Orrville,  Ohio, 
chairman  of  the  AMA’s  Council  on  Rural  Health, 
will  preside. 

A keynote  speaker  will  be  Douglas  A.  Fender- 
son,  Ph.D.,  of  Bethesda,  Md.,  director  of  the 
Office  of  Special  Programs  of  the  Bureau  of 
Health  Manpower  Education  of  the  National  In- 
stitutes of  Health.  Dr.  Fenderson  will  speak  on 
“Health  Manpower  Developments  and  Rural 
Health  Services.” 

The  first  day  conference  program  will  be  de- 
veloped around  workshops  in  which  participants 
will  discuss  aspects  of  rural  health.  Workshop 
themes  will  be:  “Innovative  Approaches  for  Ru- 
ral Health  Services”;  “Bringing  Rural  Communi- 
ties and  Health  Professionals  Together”;  “Com- 
munity Organization  for  Rural  Health  Services”; 
“Evaluation — Rural  Health  Needs  and  Pro- 
grams”; “Rural  Development  and  Health  Ser- 
vices”; “How  Can  the  Health  Team  Function?”; 
“Rural  Health  Systems  Serving  the  Poor.” 

A symposium  will  be  conducted  on  the  theme 
of  “What  Health  Professionals  Look  for  in  a 
Rural  Practice.”  Participants  will  examine  the 
subject  from  the  viewpoints  of  the  medical  stu- 
dent, the  physician  and  the  researcher.  A profile 
of  rural  health  care  will  be  presented. 

At  a dinner  session  two  teenagers  will  be  hon- 
ored with  award  presentations.  Gabino  Cabanilla, 
Houma,  La.,  will  receive  a national  4-H  Club 
health  award.  Dennis  Rainey,  Henrietta,  Tex., 
will  receive  the  Farm  Safety  Award  of  the  Future 
Farmers  of  America. 

Additional  workshops  on  the  second  confer- 
ence day  will  study  areas  such  as:  “Innovative 
Approaches  for  Rural  Emergency  Medical  Ser- 
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Where  do  you  stand  on  this 
Legislation? 

Test  Yourself: 


Pro 

Con 

□ 

□ 

Maternal  and  Child  Care  programs? 

□ 

□ 

Federal  funds  to  expand  medical 
schools? 

□ 

□ 

Federal  aid  to  medical  students? 

□ 

□ 

Expanded  nurse  training  programs? 

□ 

□ 

Expanded  physician's  assistant  pro- 
grams? 

□ 

□ 

Restricted  experimentation  of 
HMO’s? 

□ 

□ 

More  effective  occupational  health 
and  safety  laws? 

□ 

□ 

Nation-wide  program  of  community 
emergency  medical  services? 

□ 

□ 

Voluntary  national  health  insurance? 

□ 

□ 

National  health  insurance  plan  fed- 
eralizing all  health  and  medical  care? 

If  you’re  for  the  first  nine  but  against  the  tenth, 

you  stand  where  the  AMA  stands.  We  have 
vigorously  supported  virtually  all  recent  legis- 
lation to  provide  more  and  better  health  care 
for  the  public.  We  have  just  as  vigorously  op- 
posed any  plan  that  would  infringe  on  your  right 
to  practice  the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  that  we,  the 
profession,  have.  Together,  we  can  make  it  even 
more  effective  in  representing  ourselves,  and 
our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 
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vices”;  "Medical  Students — Motivation  for  Ru- 
ral Practice”;  "Community  Involvement  in  Area- 
wide Planning”;  "Rural  Health  Research  by 
Land-grant  Universities”;  "Rural  Development 
and  Health  Education”;  "Use  of  the  Health  Team 
in  Sparsely  Populated  Areas”;  "Health  Services 
for  Rural  Minority  Groups.” 

A panel  headed  by  Dr.  Julian  C.  Lentz,  Jr.,  of 
Maryville,  Tenn.,  vice  chairman  of  the  AMA 
Council,  will  discuss  the  National  Health  Service 
Corps — an  enterprise  of  the  federal  government 
to  recruit  physicians  and  other  health  profession- 
als for  service  in  communities  in  need  of  more 
health  care.  The  program  is  being  given  full  as- 
sistance by  the  AMA. 

Preceding  the  conference  (on  Mar.  28)  a one- 
day  seminar  for  extension  specialists  in  health  ed- 
ucation and  related  fields  will  be  held.  Seminar 
theme  will  be  “Health  Education — An  Integral 
Part  of  the  Extension  Program.” 

AAP  Schedules 
Boston  Session 

Thirty-eight  child  health  care  subjects  ranging 
from  recent  advances  in  pediatric  surgery  to  ad- 
olescent drug  dependence  will  be  presented  dur- 
ing the  American  Academy  of  Pediatrics’  annual 
spring  session,  scheduled  for  April  9-12,  1973, 
in  Boston,  Mass.  The  four-day  meeting  at  the 
Sheraton  Boston  Hotel  is  expected  to  draw  more 
than  2,000  persons. 

The  presentations  will  feature  short,  practical 
reports  from  pediatricians  and  other  child  health 
specialists  followed  by  discussion  periods.  Topics 
scheduled  to  be  covered  include:  complications  of 
cystic  fibrosis,  children  out  of  step  with  immuni- 
zations, indications  for  use  of  human  growth  hor- 
mone, flouride  by  drop  or  pill,  and  present  status 
of  rubella  vaccine. 

The  discussions  will  also  focus  on  many  social 
and  behavioral  aspects  of  pediatrics,  including: 
child  health  supervision,  day  care  centers,  cur- 
rent status  of  the  pediatric  and  school  nurse  prac- 
titioner, and  the  pros  and  cons  of  screening  lead 
and  sickle  cell  diseases. 

Fifteen  round-table  discussions,  scheduled  for 
the  afternoons,  will  feature  such  varied  topics  as 
pediatric  allergy,  problems  of  the  newborn,  man- 
agement of  burns,  rheumatoid  arthritis  and  re- 
lated disorders,  sex  education  for  physicians,  and 
management  of  pediatric  emergencies. 

The  academy,  headquartered  in  Evanston,  111., 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  produi 
information,  a summary  of  which  follows: 

Indications:  Nonobstructed  urinary  tract  infection 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sui 
ceptible  organisms.  Important  Note:  In  vitro  sei 
sitivity  tests  not  always  reliable;  must  be  coordinate 
with  bacteriological  and  clinical  response.  Acs 
aminobenzoic  acid  to  follow-up  culture  media.  I 
creasing  frequency  of  resistant  organisms  limits  us 
fulness  of  antibacterial  agents,  especially  in  chron 
and  recurrent  urinary  infections.  Maximum  safe  tot 
sulfonamide  blood  level,  20  mg/100  ml;  measur 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamide 
infants  less  than  2 months  of  age;  pregnancy  at  ter 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established.  D 
not  use  for  group  A beta-hemolytic  streptococcal  in 
fections,  as  sequelae  (rheumatic  fever,  glomerulon- 
phritis),  are  not  prevented.  Deaths  reported  fro 
hypersensitivity  reactions,  agranulocytosis,  aplast 
anemia  and  other  blood  dyscrasias.  Sore  throat,  feve 
pallor,  purpura  or  jaundice  may  be  early  indication 
of  serious  blood  disorders.  CBC  and  urinalysis  wit, 
careful  microscopic  examination  should  be  performe 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impairei 
renal  or  hepatic  function,  severe  allergy  or  bronchi 
asthma.  Hemolysis,  frequently  dose  related,  may  oa 
cur  in  glucose-6-phosphate  dehydrogenase-deficie 
patients.  Maintain  adequate  fluid  intake  to  preven 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranuloc^ 
tosis,  aplastic  anemia,  thrombocytopenia,  leukopeni 
hemolytic  anemia,  purpura,  hypoprothrombinemia  am 
methemoglobinemia;  Allergic  reactions:  Erythemi 
multiforme  (Stevens-Johnson  syndrome),  generalize! 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serui, 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylao 
toid  reactions,  periorbital  edema,  conjunctival  am 
scleral  injection,  photosensitization,  arthralgia  and  a; 
lergic  myocarditis;  Gastrointestinal  reactions:  Nausea 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  and 
rexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions 
Headache,  peripheral  neuritis,  mental  depression 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigi 
and  insomnia;  Miscellaneous  reactions:  Drug  fevei 
chills  and  toxic  nephrosis  with  oliguria  and  anurid 
Periarteritis  nodosa  and  L.E.  phenomenon  have  od 
curred.  Due  to  certain  chemical  similarities  with  somi 
goitrogens,  diuretics  (acetazolamide,  thiazides)  anl 
oral  hypoglycemic  agents,  sulfonamides  have  causei 
rare  instances  of  goiter  production,  diuresis  and  hypej 
glycemia  as  well  as  thyroid  malignancies  in  rats  fo 
lowing  long-term  administration.  Cross-sensitivit 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


X Roche  Laboratories 

ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N.J.  07110 
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THREE  OTHER 

BUILT-IN 
BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche 


3. 

High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 

4. 

Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 
Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 

5. 

Rapid  renal  clearance 

Gantrisin’s  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 

begin  with 

Gantrisin* 

su  I fisoxazole/  Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 
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is  the  Pan-American  association  of  doctors  cer- 
tified in  the  care  of  infants,  children,  and  adoles- 
cents. The  academy's  stated  goal  is  “the  attain- 
ment by  all  children  of  the  Americas  of  their  full 
potential  for  physical,  emotional,  and  social 
health.”  The  AAP  has  approximately  14,000 
members  throughout  North  and  South  America. 

ACS  Publishes  for 
Surgical  Patients 

The  American  College  of  Surgeons  is  urging 
patients  to  discuss  the  cost  of  their  operation  with 
their  surgeons  before  it  takes  place. 

“The  patient  needn’t  hesitate  to  introduce  the 
subject,  and  probably  the  simplest  way  to  do  this 
is  by  saying  simply,  ‘I’d  like  to  talk  about  your 
fee.'  Because  many  patients  today  have  some  kind 
of  medical  insurance,  an  easy  way  to  bring  the 
subject  up  is  just  to  ask,  ‘Can  you  tell  how  much 
of  the  cost  my  insurance  will  cover?’  ” Also, 
“since  families  covered  by  medical  insurance  usu- 
ally aren’t  familiar  with  the  details  of  their  cover- 
age, it  may  save  time  and  misunderstanding  to  re- 
view the  contract  before  talking  to  the  surgeon 
about  it.” 

This  advice  is  contained  in  an  article,  “Yes,  But 
How  Much  Is  It  Going  to  Cost?,”  appearing  in 
the  December  issue  of  the  College  Bulletin,  which 
is  published  for  the  33,000  Fellows  (members) 
of  the  college  in  100  countries.  A second  article, 
“The  World  of  Surgery,”  explaining  the  routine 
preparations  for  an  operation,  was  published  in 
the  January  issue  of  the  Bulletin. 

“Obviously,  the  best  time  for  this  discussion 
is  in  advance  of  the  operation,”  the  December  ar- 
ticle continues,  “when  the  nature  of  the  service 
to  be  rendered  and  the  subjects  of  insurance  cov- 
erage and  the  family’s  finances  can  be  examined 
candidly,  and  any  difference  of  opinion  about  the 
amount  of  the  charge  can  be  discussed  and  re- 
solved without  the  misunderstanding  and  hurt 
feelings  that  can  easily  arise  when  there  has  been 
no  mention  at  all  of  the  subject  of  fees  until  the 
operation  has  been  performed.”  Continuing,  the 
article  said  in  part:  “The  worst  possible  thing  to 
do  is  just  put  off  payment  month  after  month 
without  saying  anything,  in  which  case  the  doctor 
may  feel  he  has  no  choice  but  to  turn  the  bill  over 
to  a collection  agency,  risking  the  hard  feelings 
that  can  result  from  this  method.  You  can  be  cer- 
tain that  the  doctor  dislikes  this  choice  as  much 
as  you  do  and  will  make  every  effort  to  avoid  it 


if  you  give  him  the  chance  of  being  frank  about 
the  fee  and  your  ability  to  pay. 

“Usually,  the  surgeon’s  fee  for  an  operation 
will  be  related  to  the  nature  and  complexity  of  the 
operation  itself,  and  the  services  that  may  precede 
and  follow  the  operation.  Thus  plainly  the  intri- 
cate demands  of  an  operation  on  the  heart  and 
lungs  for  which  weeks  of  preparation  may  be  re- 
quired and  which  itself  may  take  five  or  six  hours 
or  more  can  be  expected  to  call  for  a larger  fee 
than  a less  complicated  gallbladder  or  appendix 
operation  would,  and  these  operations  in  turn 
would  cost  more  than,  say,  a tonsillectomy.” 

The  American  College  of  Surgeons,  the  largest 
organization  of  its  kind  in  the  world,  is  strongly 
on  record  in  favor  of  reasonable  fees  for  its  mem- 
bers’ services  and  reasonable  payment  policies. 
In  fact,  every  one  of  the  college’s  members  has 
taken  a fellowship  pledge  which  says  in  part:  “I 
promise  to  make  my  fees  commensurate  with  the 
services  rendered  and  with  the  patient’s  rights. 
Moreover,  I promise  to  deal  with  each  patient  as 
I would  wish  to  be  dealt  with  were  I in  his  posi- 
tion.” 

The  January  article,  “The  World  of  Surgery,” 
discusses  fears  some  patients  have  before  surgery, 
work  of  the  operating  room  staff,  what  happens 
on  the  day  the  operation  is  scheduled,  functions 
of  the  recovery  room,  choosing  the  surgeon,  train- 
ing of  the  surgeon  and  hospital  and  medical  in- 
surance. 

Except  in  the  most  critical  cases,  surgical  pa- 
tients have  no  fear  of  pain,  or  disability,  or  death, 
“but  simply  apprehension  and  anxiety  about  the 
unknown,”  the  article  said,  adding: 

“To  the  outsider,  hospital  people  and  hospital 
procedures  are  mysterious,  and  too  often,  nobody 
takes  time  to  tell  the  fearful  patient  what  is  going 
on,  and  why.  As  a result,  his  imagination  builds 
threats  of  things  that  never  happen.  He  envisions 
risks  that  don’t  exist. 

“To  combat  such  insecurity,  surgical  patients 
need  information — facts  that  most  surgeons  could 
tell  them  in  a few  minutes. 

“Most  patients  would  be  reassured,  for  exam- 
ple, to  know  specifically  that  every  day  40,000 
operations  are  performed  in  our  hospitals  in  the 
United  States!  Thus  no  matter  how  rare  or  spe- 
cial it  seems  to  the  patient  to  be,  his  operation  is 
probably  performed  hundreds  of  times  daily.  The 
surgeon  and  his  assistants,  the  anesthesiologists, 
operating  room  nurses,  and  others  who  are  con- 
cerned with  preparing  for  the  operation,  perform- 
ing it,  and  managing  the  after-care  in  the  days 
that  follow,  all  know  what  they  are  doing  and 
have  done  it  many  times  before.  In  fact,  the  risk 
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of  surgery  is  smaller  today  than  it  has  ever  been 
before. 

“Some  of  the  greatest  gains  that  have  been 
made  in  surgical  science  in  recent  years  have  been 
in  new  methods  of  preparing  the  patient  for  the 
operation  and  caring  for  him  afterward. 

“Surgeons  and  manufacturers  of  all  kinds  of 
equipment  and  supplies  used  in  the  operating 
room  are  working  together  constantly  to  make  op- 
erations easier  for  the  surgeon  and  safer  for  the 
patient. 

“Whatever  the  nature  of  the  operation,  today’s 
surgical  patient  is  the  beneficiary  of  all  the  knowl- 
edge of  all  the  centuries  of  surgeons  and  scien- 
tists who  have  helped  make  operations  safe  and 
effective. 

“The  most  important  single  factor  in  the  suc- 
cess of  any  operation,  of  course,  is  the  choice  of 
a surgeon.  . . . Only  about  60,000  of  the  nation’s 

300.000  licensed  physicians  have  had  special 
training  in  surgery.  Today,  four  or  more  years  of 
special  training  after  the  medical  degree  are  essen- 
tial to  qualify  the  young  medical  graduate  for  a 
specialized  practice  in  general  surgery  or  in  one 
of  the  surgical  specialties.  In  many  instances  the 
surgeon  may  elect  to  take  additional  specialized 
training. 

“Following  completion  of  such  specialized 
training  the  surgeon  is  eligible  to  be  examined  by 
one  or  another  of  the  boards  in  the  various  sur- 
gical specialties,  or  to  become  a Fellow  of  the 
American  College  of  Surgeons,  or  both.  Certifica- 
tion by  a specialty  board  or  fellowship  in  the  col- 
lege is  a good  indication  that  a surgeon  is  quali- 
fied to  perform  an  operation.” 

Reprints  of  the  December  and  January  articles 
can  be  obtained  from  Gordon  L.  Briggs,  Editor, 
Bulletin,  American  College  of  Surgeons,  55  East 
Erie  Street,  Chicago,  111.  6061 1. 

Family  Doctors  Are 
Making  a Comeback 

Twenty-five  years  ago,  an  organization  of  fam- 
ily doctors  was  founded  which  many  regarded, 
one  observer  noted,  “as  a last-ditch  stand  against 
the  inevitable  demise  of  the  family  doctor." 

Well,  a funny  thing  happened  on  the  way  to 
the  funeral. 

That  organization,  now  known  as  the  American 
Academy  of  Family  Physicians,  has  more  than 

32.000  members;  family  practice  has  become  a 
medical  specialty,  and  medical  students  from  New 
York  to  California  are  saying,  in  increasing  num- 
bers, that  they  want  to  be  family  doctors. 


“The  amount  of  interest  is  phenomenal,”  says 
Dr.  Eugene  S.  Farley,  director  of  the  family  medi- 
cine program  at  the  University  of  Rochester,  New 
York,  School  of  Medicine  and  Dentistry.  “1  wish 
we  could  take  in  more.”  There  are  90  students  in 
the  medical  school — 50  are  taking  family  practice 
electives. 

“In  1969,  general  or  family  practice  was  the 
choice  of  less  than  10  per  cent  of  freshmen  medi- 
cal students  in  California;  in  1972,  over  a third 
chose  general  or  family  practice,”  the  California 
Medical  Association  reports. 

A number  of  medical  school  deans  also  report 
strong  interest  in  family  medicine,  although  some 
caution  that  it  may  be  too  early  to  tell  if  such 
interest  reflects  a genuine  turning  point  in  career 
views. 

However,  these  are  the  facts: 

Family  practice  became  a medical  specialty  in 
1969.  Now,  there  are  133  approved  residency 
programs  in  hospitals  throughout  the  nation,  and 
35  medical  schools  have  departments  or  divisions 
of  family  practice.  As  of  last  July  1,  there  were 
1,015  residents  in  training.  The  growth  trend  is 
indicated  by  class  figures — there  are  only  189 
third-year  residents,  representing  only  36  per  cent 
of  available  class  places;  but  for  the  second-year 
the  figures  are  354  and  55  per  cent,  and  for  the 
first-year,  470  or  81  per  cent.  In  other  words, 
family  practice  is  coming  on  strong. 

All  of  which,  medical  experts  agree,  is  good 
news  for  the  American  public,  since  most  of  its 
medical  needs  can  be  met  by  a family  doctor. 
There  is  infrequent  need  of  the  specialists  who 
have  long  dominated  medicine,  or  need  of  hospi- 
talization. 

Dr.  Walter  C.  Bornemeier  of  Chicago,  himself 
a surgeon,  put  it  this  way  when  he  was  president 
of  the  American  Medical  Association  in  1970: 

“When  we  need,  what  this  nation  needs,  is  edu- 
cation of  our  medical  students  to  take  care  of 
people  who  have  their  shoes  on,  not  educated 
solely  to  care  for  people  who  are  wearing  hospital 
gowns.” 

Doctors  in  and  out  of  family  practice  agree 
that  more  family  physicians  (formerly  known  as 
general  practitioners)  should  mean  two  things 
to  Americans:  easier  access  to  medical  care,  and. 
probably,  cheaper  care. 

“There  are  two  basic  problems  associated  with 
today's  doctor  shortage,”  said  Dr.  J.  Jerome  Wild- 
gen  of  Kalispell,  Montana,  immediate  past  pres- 
ident of  the  American  Academy  of  Family  Phy- 
sicians. “One,  the  inability  to  obtain  a doctor 
when  one  is  needed;  and,  two,  the  demand  for 
health  services — primarily  hospital  services — has 
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forced  the  cost  of  health  care  to  unprecedented 
heights.” 

Training  more  primary-care  doctors  would  do 
much  to  relieve  both  problems,  he  said. 

“The  first,  availability,  would  be  attacked  by 
not  just  producing  more  doctors,  but  doctors  who 
specialize  in  the  whole  person,"  Dr.  Wildgen  said. 
“The  second,  cost,  would  be  attacked  from  the 
standpoint  that  family  doctors  focus  on  keeping 
their  patients  ambulatory  and  out  of  the  hospital." 

The  Willard  Report,  a 1966  study  sponsored 
by  the  American  Medical  Association  and  largely 
credited  with  creating  renewed  interest  in  family 
medicine,  said: 

“Because  of  his  (family  doctor’s)  prior  and 
continuing  knowledge  of  the  patient’s  problems, 
there  is  less  need  to  carry  out  or  repeat  many 
diagnostic  procedures. 

“As  a result,  treatment  will  often  be  less 
complicated  but  even  more  effective.  There 
may  be  less  need  to  hospitalize  patients,  and 
competent  medical  care  will  frequently  be  less 
costly  in  time  and  money.” 

There  is  an  old  joke  about  a doctor,  trying  to 
make  a diagnosis,  asking  the  patient,  “You  ever 
had  this  before?”  When  the  patient  says  yes,  the 
doctor  replies,  “Well,  you’ve  got  it  again.” 

But  that  anecdote  carries  some  serious  truth: 
If  your  doctor  knows  that  a complaint  is  due  to 
something  he  previously  diagnosed — perhaps  even 
something  emotional — you  are  not  likely  to  be 
put  through  many  expensive  tests,  and  unneces- 
sary worry. 

Dr.  C.  H.  William  Ruhe,  director  of  the  AMA’s 
Division  of  Medical  Education  and  staff  secretary 
of  the  Willard  Committee,  also  thinks  more  fam- 
ily doctors  will  solve  much  of  what  has  been 
generally  called,  “the  health  care  crisis.” 

“I  believe  if  we  had  more,  the  conception  of 
a doctor  shortage  would  disappear,”  he  said.  “As 
I travel  and  talk  with  people  and  ask  them  what 
they  want  of  medicine,  they  tell  me,  ‘A  doctor 
I could  call  on  at  any  time,  to  supervise  my 
health  and  that  of  my  family.’  ” 

If  family  medicine  is  so  good,  then  why  did  it 
all  but  fade  away? 

“The  decline  was  caused  by  a combination  of 
the  increasing  amount  of  medical  knowledge  and 
the  growth  of  medical  specialties,”  Dr.  Ruhe  said. 
“There  was  tremendous  interest  in  teaching  tradi- 
tional specialties  in  depth  and  almost  complete 
neglect  of  education  of  the  broad  specialist,  the 
generalist.  It  clearly  was  the  fault  of  education 
. . . but  it  also  was  inevitable,  given  the  categori- 


cal nature  of  financial  support  for  research  and 
education.” 

The  emphasis  was  on  research,  and  most  gov- 
ernment money  was  available  only  to  support  re- 
search, said  Dr.  Ruhe,  who  formerly  was  asso- 
ciate dean  at  the  University  of  Pittsburgh  medi- 
cal school. 

“We  produced  a whole  generation  of  faculty 
members  who  were  trained,  and  who  lived,  in 
the  belief  that  the  greatest  good  they  could  do  in 
medicine  was  to  engage  in  scientific  investigation. 
Consequently,  they  offered  this  view  to  their  stu- 
dents. 

“There  also  was  a feeling  among  some  students 
that  perhaps  they  couldn’t  handle  all  the  new 
knowledge  and  had  best  try  to  handle  just  some 
of  it.  In  addition,  students  saw  that  the  status,  the 
rewards,  and  the  relatively  shorter  hours,  were 
in  the  narrower  specialties.” 

By  1960,  there  were  only  75,000  general  prac- 
titioners in  the  nation,  compared  with  112,000 
in  1931.  By  1967,  it  was  down  to  60,000.  By 
that  year  the  Willard  Committee,  chaired  by  Dr. 
William  R.  Willard  of  Lexington,  Ky.,  had  com- 
pleted its  two-year  study  of  family  practice.  The 
panel  said: 

“The  committee  believes  medicine  needs  a 
new  kind  of  specialist,  the  family  physician 
who  is  educated  to  provide  comprehensive  per- 
sonal health  care.  Preparation  of  large  num- 
bers of  such  physicians  is  essential,  if  the 
public  is  to  receive  maximum  benefits  from 
American  medicine.” 

About  the  same  time,  a wave  of  social  con- 
sciousness was  sweeping  America.  Concern  for 
the  sick,  the  needy  and  the  consumer  aroused  the 
young,  including  medical  and  pre-medical  stu- 
dents. 

How  much  a factor  this  has  been  in  reviving 
family  practice  is  subject  to  conjecture.  But  Dr. 
J.  Hutchinson  Williams,  assistant  dean  at  Ohio 
State  University  medical  school,  said  he  believes 
“a  change  in  social  consciousness,  with  less  con- 
cern about  security  and  more  about  the  quality  of 
life  and  care  of  people,”  explains  the  resurgence 
of  interest. 

However,  in  view  of  the  Willard  Committee, 
there  obviously  was  no  generation  gap  in  regard 
to  what  was  needed. 

One  of  those  stirred  to  action  was  a young 
physician  fresh  out  of  internship  at  St.  Louis 
City  Hospital. 

“All  of  our  schools  were  training  specialists 
and  no  one  was  going  out  to  take  care  of  the 
people,”  said  Dr.  Glen  E.  Tomlinson  of  Lincoln, 
111.  “If  you  broke  a bone,  you  could  get  it  set; 
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and  if  you  had  a heart  attack,  you  could  get  into 
a coronary  care  unit.  But  if  you  just  needed  a 
doctor  to  take  care  of  you,  it  was  almost  im- 
possible to  get  one. 

“The  patient  was  put  in  the  position  of  just 
about  deciding  what  was  wrong  with  him,  in  order 
to  tell  which  doctor  he  should  go  to.” 

Dr.  Tomlinson  got  up  at  an  Illinois  State  Medi- 
cal Society  meeting  in  1968  and  introduced  a 
resolution  urging  that  state-supported  medical 
schools  in  Illinois  be  required  to  develop  family 
practice  programs.  Somewhat  to  his  surprise,  it 
was  supported  by  the  society  and  ultimately 
adopted  by  the  state  legislature. 

“I  had  no  idea  I would  be  a part  of  the  devel- 
opment,” Dr.  Tomlinson  said,  “but  I served  on 
the  committee  which  designed  the  programs,  and 
they  asked  me  if  I wanted  to  direct  one,  so  here 
I am.” 

“Here”  is  Cook  County  Hospital  in  Chicago, 
where  Dr.  Tomlinson  heads  the  Joint  Family 
Practice  Program  of  the  University  of  Illinois  and 
the  hospital,  a residency  program  which  began  in 
December  1971.  It  eventually  will  have  60  resi- 
dents in  this  new  kind  of  training. 

Traditionally,  medical  school  graduates  served 
big  city  hospitals  where  they  treated  anyone  who 
came  in  the  door,  seldom  following  up  on  a pa- 
tient or  even  seeing  the  same  patient  twice. 

But  at  Cook  County,  the  residents  will  have 
“offices”  and  the  patients  they  are  assigned  will 
stay  with  them. 

“They  may  have  up  to  200  families,”  Dr.  Tom- 
linson said.  “And  they  will  carry  those  patients 
all  through  their  three-year  residency.  They  will 
deliver  babies,  and  take  care  of  those  babies  after- 
wards.” 

No  matter  which  practice  the  resident  may  be 
assigned  to — surgery,  pediatrics,  etc. — he  will 
continue  to  follow  his  patients  in  the  Model 
Family  Practice  Unit. 

Such  a model  is  vital,  medical  educators  say, 
in  order  for  the  new  doctors  to  get  a real  grasp 
of  office-type,  family  practice.  This  is  a radical 
departure  from  the  usual  training,  which  was  de- 
scribed in  the  Willard  Report  like  this: 

“Clinical  teaching  at  most  medical  schools 
revolves  almost  entirely  around  patients  who 
are  hospitalized  for  acute  illness.  There  is  little 
opportunity  for  the  student  to  follow  the  course 
of  chronic  illness,  to  become  familiar  with  the 
long-term  health  problems  of  patients,  or  to  see 
disease  as  it  occurs  in  the  community.” 

The  residents  will  not  only  see  patients  with 
their  shoes  on  in  their  “offices.”  but  will  get  away 
from  the  hospital  setting  entirely,  spending  one- 


half  day  a week  or  more  in  a neighborhood  clinic. 

To  gain  what  is  called  “core  content  compe- 
tency,” each  resident  will  rotate  among  various 
disciplines  in  his  first  year. 

He  will  spend  four  months  in  medicine;  two 
in  pediatrics,  including  the  newborn  nurseries; 
two  in  general  surgery;  two  in  obstetrics  and 
gynecology  and  two  in  elective  courses.  While 
doing  this,  he  will  return  to  the  Model  Unit  on 
regularly  scheduled  days  to  see  his  panel  of  fam- 
ilies. 

In  either  his  first  or  second  year,  the  resident 
also  will  spend  a month  in  the  emergency  room 
service,  which  at  Cook  County  Hospital  is  one 
of  the  largest  in  the  nation.  (He  also  will  be  on 
emergency  call  while  on  the  various  practices, 
such  as  obstetrics.) 

Most  of  the  third  year  will  be  spent  in  the 
Model  Unit,  admitting  and  caring  for  members 
of  his  patient  group  as  need  arises. 

Out  of  such  training  will  come  a man  or  wom- 
an who  will  be  what  the  AMA’s  Dr.  Ruhe  calls 
“sort  of  a general  manager  of  medicine.  He  will 
handle  all  aspects  of  care — if  it  is  something  he 
can  handle,  which  most  of  the  time  it  will  be.  If 
he  can’t,  then  he  will  refer  the  patient  to  another 
type  of  specialist,  but  he  will  continue  his  rela- 
tionship with  the  patient  before  and  after  the 
referral.  His  aim  is  to  see  that  the  patient  gets  the 
right  kind  of  care.” 

An  important  role  of  the  family  doctor  is  to 
serve  as  the  patient’s  “point  of  entry”  into  the 
health  care  system,  which  daily  grows  more  com- 
plex. In  essence,  said  the  Willard  Committee,  the 
family  physician  is  one  who: 

“Assumes  responsibility  for  the  patient’s 
comprehensive  and  continuous  health  care  . . . 
and  accepts  responsibility  for  (that  care)  within 
the  context  of  his  environment,  including  the 
community  and  the  family  or  a comparable 
social  unit.” 

In  other  words,  not  only  does  the  modern  fam- 
ily physician  concern  himself  with  “is  the  family 
healthy?”  but  also  with,  “is  the  community 
healthy?”  Pollution,  lack  of  health  services,  pover- 
ty and  other  problems  a town  might  have  are  all 
part  of  “community  health.” 

(One  bit  of  explanation — reference  to  the 
“modern”  family  doctor  is  not  meant  to  take  any- 
thing away  from  those  family  physicians  in  prac- 
tice. The  new  FP  will  be  just  like  the  old  one, 
for  example,  in  “keeping  up”  with  medical  devel- 
opments— the  Academy  of  Family  Physicians  re- 
quires members  to  take  150  hours  of  accredited 
education  every  three  years,  and  was  the  first 
medical  group  to  make  study  mandatory.) 


12  1 


MARCH  1973 


ORGANIZATION  / Continued 

Besides  greater  skills,  today’s  family  doctor 
differs  in  other  ways  from  the  oldtime  general 
practitioner.  For  one  thing,  the  demands  of  con- 
tinuing education  are  a factor  in  the  growth  of 
group  practice,  as  opposed  to  the  one-man  office. 
A doctor  practicing  alone  finds  it  extremely  dif- 
ficult to  leave  his  patients  for  a couple  of  weeks 
of  study  at  a medical  center  or  meeting.  Economic 
advantages — sharing  the  cost  of  modern,  expen- 
sive equipment — and  the  advantage  of  handy  con- 
sultation also  make  the  group  attractive. 

“I  would  never  go  back  to  solo  practice,”  Dr. 
Tomlinson  said.  “Ideally,  I think  there  should  be 
four  doctors  in  a group.  That’s  small  enough  so 
they  all  know  each  other’s  abilities,  but  you  don’t 
have  a big  management  problem.  That  way,  three 
can  always  be  on  duty  while  the  fourth  is  study- 
ing or  on  vacation.” 

“We  are  training,  along  with  our  residents,  10 
nurse-practitioners,”  Dr.  Tomlinson  said.  “I  think 
the  house  call  will  become  part  of  the  expanded 
role  of  the  nurse.  Visiting  nurse  associations  are 
already  doing  it  to  a degree.” 

Nurse-practitioners  are  a new  type  of  health 
care  professional,  with  special  training  beyond 
usual  nursing  courses.  They  not  only  are  making 
house  calls  today,  they  are  serving  entire  rural 
towns  which  have  no  physician  (keeping  in  touch 
by  telephone  with  doctors  at  a medical  center 
miles  away). 

“The  nurse  can  take  a patient’s  temperature, 
blood  pressure  and  in  general  do  an  adequate 
examination,  then  bring  the  report  back  to  the 
office,”  Dr.  Tomlinson  said.  “Or,  if  needed,  she 
can  call  me  from  the  patient’s  home  and  say  he 
needs  to  be  seen,  or  sent  to  the  hospital.  But  I 
can  see  several  patients  in  the  time  it  takes  to 
make  a house  call — and  the  nurse  can  do  about 
all  I could  in  the  home  situation,  anyway.” 

Even  in  the  office,  they  can  handle  many  pa- 
tients, he  added.  “For  example,  those  on  mainte- 
nance therapy.  Say  the  patient  is  being  treated 
for  high  blood  pressure — the  nurse  can  check  his 
pressure,  weight  and  so  forth,  and  if  everything 
is  okay,  she  can  send  him  home;  there  is  no  need 
for  him  to  see  the  doctor.  But  if  any  of  the  pre- 
determined guidelines  are  abnormal,  then  the 
nurse  can  call  in  the  physician.” 

With  more  family  doctors  in  practice,  and  with 
their  efficiency  greatly  increased  by  the  use  of 
nurses  and  other  aides,  the  “doctor  shortage” 
would  indeed  seem  to  be  on  the  way  out. 

But  will  interest  in  family  medicine  continue? 

Dr.  Tomlinson  thinks  so,  not  only  because  of 


reasons  given  earlier,  but  for  some  purely  prag- 
matic ones. 

“A  great  part  of  it  is  common  sense  and  rec- 
ognizing that  many  specialties  are  full  up,”  he 
said.  “For  example,  a lot  of  surgeons  are  sitting 
around  hospital  locker  rooms  waiting  for  some- 
thing to  turn  up.  A lot  more  are  doing  family 
practice  by  necessity,  rather  than  desire  or  train- 
ing. 

“And  as  for  specialties  in  general — it’s  been 
proven  that  a well-trained  family  physician  can 
adequately  care  for  80-85  per  cent  of  all  those 
who  come  to  his  office,  and  knows  how  to  refer 
those  who  he  feels  needs  more  specialized  skills.” 

Dr.  Ruhe  of  the  AMA  says,  “If  new  doctors 
find  that  family  practice  can  be  a rewarding  life, 
and  I think  they  will,  then  we  will  be  all  right. 
But  they  have  to  be  shown  that  life,  through  a 
model  practice  unit  in  their  residency.” 

How  many  family  doctors  do  we  need? 

“I  personally  believe  that  the  AMA  should 
make  a strong  pitch  for  a specific  percentage  of 
medical  graduates  each  year  to  go  into  family 
practice.  I am  going  to  recommend  in  a new 
health  manpower  report  that  the  AMA  urge  that 
at  least  50  per  cent  of  all  medical  school  grad- 
uates enter  primary  care  specialties  in  the  years 
ahead.” 

Obviously,  there  are  financial  rewards  in  being 
a family  doctor.  But  what  else  is  there?  Why  does 
a student  choose  that  field,  and  why  does  a phy- 
sician remain  in  it? 

“I  just  think  it’s  the  best  way  to  serve  the  most 
people,”  said  Silas  Thomas,  first-year  student  at 
Northwestern  University  medical  school  in  Chi- 
cago. “And  I don’t  mean  that  in  the  way  of  mass 
production,  or  making  a lot  of  money — but  in 
the  sense  of  not  having  to  turn  anyone  away,  tell- 
ing them  that  ‘I  only  treat  throats’  or  something 
like  that.” 

Mr.  Thomas,  a black  man,  grew  up  on  Chi- 
cago’s south  side  and  thus  has  seen  the  doctor 
shortage  in  its  most  acute  form,  as  that  area  has 
been  called  a “medical  wasteland.” 

Explains  Dr.  Tomlinson: 

“Well,  as  a specialist,  you  know  you  can  be  a 
good  technician,  that’s  your  training.  But  you 
really  need  to  know  a little  about  the  patient. 
And  to  me,  the  real  personal  satisfaction  in  medi- 
cine is  knowing  the  patient,  sitting  down  with  him 
and  talking  about  his  problem  and  coming  up 
with  a solution. 

“There  is  nothing  like  hearing  a patient  say, 
‘I  feel  better.’  It  makes  you  feel  good.  It  makes 
all  the  stress  and  concern  worthwhile.” — AMA 
News  Features — American  Medical  Association. 
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The  Incompetent  Cervix 

GRAND  ROUNDS,  DEPARTMENT  OF  OBSTETRICS 
AND  GYNECOLOGY,  UNIVERSITY  OF  MISSISSIPPI 

SCHOOL  OF  MEDICINE 
January  4,  1973 
DONALD  M.  SHERLINE,  M.D.,  Editor 


CASE  PRESENTATION 

J.  K.  Hospital  No.  23965x181083 

Dr.  Thomas  Holden:  This  is  a 21 -year-old  Ne- 
gro female,  gravida  6,  para  0140,  from  Jackson. 
Her  last  menstrual  period  was  April  4,  1972,  with 
an  expected  date  of  confinement  of  January  11, 
1973. 

She  has  a history  of  good  health  with  the  ex- 
ception of  severe  urinary  tract  infections  as  a 
child. 

Her  pregnancy  history  consists  of: 

(1  ) 1967,  5 mos.  gestation,  cramps,  D&C, 
UMC. 

(2)  1968,  3 mos.  gestation,  cramps,  D&C, 
UMC. 

( 3 ) 1 968,  3 mos.  gestation,  at  home,  no  D&C. 

(4)  1969,  4 mos.  gestation,  LMD.  no  D&C. 

(5)  1970,  Shirodkar  procedure  at  UMC  at  22 
weeks  gestation.  Spontaneous  labor  at  28  weeks 
gestation,  sutures  cut,  delivered  a premature  in- 
fant who  died. 

Her  family  history  reveals  five  brothers  and 
five  sisters.  One  of  her  sisters  had  eight  abortions 
and  two  mature  deliveries.  Her  other  sisters  all 
have  living  children  but  at  least  one  premature  de- 
livery or  abortion. 

She  has  not  used  any  contraception  and  there 
is  no  history  of  past  pelvic  infections. 


From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Mississippi  School  of  Medicine,  Jack- 
son,  Miss. 


The  patient  was  admitted  to  the  University 
Medical  Center  on  July  6,  1972,  at  12  weeks  ges- 
tation with  cervix  1 .5  cm.  dilated  and  slightly  ef- 
faced. A McDonald  cerclage  procedure,  using  No. 
4 braided  silk,  was  performed  under  spinal  anes- 
thesia. She  was  given  250  mg.  Delalutin  following 
surgery  and  kept  at  bed  rest  for  six  days  before 
discharge. 

She  was  maintained  at  near  complete  bed  rest 
on  shock  blocks  for  the  remainder  of  her  preg- 
nancy. She  was  placed  on  a high  protein  diet  and 
was  given  weekly  1M  injections  of  Delalutin, 
250  mg.* 

The  patient  was  again  admitted  to  UMC  on 
December  23,  1972,  in  mild  labor  with  the  cervix 
effacing.  Her  sutures  were  cut  and  removed.  Ef- 
fective labor  did  not  start.  Oxytocin  augmenta- 
tion was  attempted,  but  the  cervix  failed  to  dilate 
or  the  vertex  to  descend.  She  was  brought  back  to 
the  Delivery  Suite  two  days  later  and,  after  amni- 
otomy  and  pitocin  stimulation,  effective  labor  en- 
sued. She  delivered  a 2722  gram  male  infant  with 
Apgars  of  9 and  9.  Her  postpartum  course  was 
uneventful. 

DISCUSSION 

Dr.  Donald  M.  Sherline:  The  case  presented 
could  be  considered  a rather  classic  case  of  a con- 


* Delalutin  T.M. — Hydroxyprogesterone  Caproate  In- 
jection. Squibb  Pharmaceuticals.  Princeton.  New  Jersey 
08540. 
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THE  INCOMPETENT  CERVIX 

genital  incompetent  cervix.  The  patient  had  two 
mid-trimester  abortions,  one  prior  attempt  at  cer- 
clage and  a family  history  of  one  sister  with  eight 
abortions  and  two  mature  deliveries.  Four  other 
sisters  all  had  at  least  one  premature  delivery  or 
abortion. 

The  primary  symptom  of  an  incompetent  cervix 
is  generally  a painless  second  trimester  abortion. 
The  patient  initially  presents  with  the  complaints 
of  vague  vaginal  discomfort,  vaginal  discharge, 
and  perhaps  some  pelvic  pressure.  Physical  find- 
ings usually  include  a dilated  and  effaced  cervix 
with  protruding  membranes. 

The  pathophysiology  of  this  symptom  was  first 
postulated  by  Danforth  in  1947.1  At  that  time,  he 
demonstrated  that  the  isthmus  of  the  normal  uter- 
us unfolds  down  to  a fibrous  cervix  which  does  not 
contain  either  elastic  libers  or  muscle.  This  fibrous 
band  then  acts  to  contain  the  products  of  concep- 
tion until  labor  ensues  and  the  cervix  dilates.  In- 
terruption of  this  fibrous  band  allows  the  cervix 
(when  pressure  is  placed  upon  it)  to  dilate  prior 
to  the  onset  of  labor. 


ETIOLOGY 

The  etiology  of  the  incompetent  cervix  has  been 
divided  into  three  types: 

( 1 ) Post-trauma — A traumatic  delivery  with 
a cervical  laceration  that  is  not  repaired;  a too 
forceful  dilatation  and  curettage  using  either  the 
traditional  Hegar  or  Hank  dilators,  the  now  un- 
used Goodell  dilator  and  the  vibrodilator,  have  all 
been  implicated  in  the  creation  of  an  incompetent 
cervix.  Other  cervical  surgery  which  destroys  the 
competency  of  the  internal  os  has  also  been  im- 
plicated. 

(2)  Congenital — In  Danforth’s  original  work 
the  fibrous  nature  of  the  cervix  was  demonstrated. 
He  noted  the  presence  of  smooth  muscle  in  many 
histologic  sections,  but  did  not  correlate  this  with 
the  incompetent  cervix  until  1961.  when  he  report- 
ed two  patients  with  repeated  mid-trimester  abor- 
tions, no  history  of  trauma,  and  a large  amount  of 
smooth  muscle  on  histologic  section.2  Thus,  some 
patients,  such  as  our  present  patient,  do  not  have 
a history  of  a full  term  pregnancy  or  of  cervical 
trauma  that  would  account  for  a traumatic  inter- 
ruption of  the  fibrous  band,  but  instead  do  have 
an  increased  amount  of  muscle  tissue  within  the 
cervix  which  allows  the  cervix  to  act  more  like  an 
elastic  band  than  a fibrous  band.  The  critical  ra- 
tio of  muscle  to  fibrous  tissue  has  not  been  dem- 
onstrated. Unfortunately,  we  do  not  have  a con- 
nective tissue  biopsy  of  the  present  patient. 
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(3)  Functional — This  is  truly  premature  labor 
and  not  an  incompetent  cervix  and  will  not  be  dis- 
cussed at  this  time. 

DIAGNOSIS 

The  diagnosis  of  an  incompetent  cervix  is  made 
basically  on  a history  of  repeated,  painless,  mid- 
trimester abortions.  Perhaps,  during  pregnancy, 
a dilated  cervix  with  protruding  membranes  is  pal- 
pated. Attempts  at  radiographic  diagnosis  of  an 
incompetent  cervix  have  not  been  uniformly  suc- 
cessful. Mann  used  a double  balloon  in  which  he 
attempted  to  demonstrate  dilatation  of  the  internal 
os  and  of  the  cervix.2  Other  investigators  have 
used  a special  short  cannula  for  hysterosalpingog- 
raphy  which  allowed  the  cervix  to  be  visualized 
during  hysterogram.  Neither  proved  reliable. 

Therapy  of  the  incompetent  cervix  has  been  di- 
vided into  inter-  and  intra-pregnancy  regimes. 
The  Lash  procedure  is  performed  between  preg- 
nancies and  its  success  is  highest  in  the  post-trau- 
matic group.  An  attempt  is  made  to  demonstrate 
a cervical  defect  by  passing  a dilator  through  the 
cervix  and  then  palpating  the  cervical  tissue  about 
the  dilator.  A wedge  of  cervix  containing  the  de- 
fect is  excised  and  the  cervix  closed.  The  patient 
is  then  allowed  to  deliver  vaginally  when  she  be- 
comes pregnant. 

If  this  repair  should  break  down,  a secondary 
repair  with  wire  sutures  is  carried  out.  Following 
this  procedure,  the  patient  is  delivered  by  cesarean 
section.4 

Repairs  done  during  pregnancy  depend  upon 
external  splinting  of  the  cervix  with  suture  ma- 
terial. The  popular  Shirodkar  procedure  is  carried 
out  by  placing  a mersilene  tape  suture  beneath  the 
cervical  mucosa  and  anchoring  it  both  anteriorly 
and  posteriorly.  The  McDonald  procedure  is  sim- 
ply taking  rather  deep  bites  of  the  cervix  in  an  ex- 
ternal cerclage  fashion.  This  should  be  done  two 
to  three  cms.  above  the  external  os.  For  a more  se- 
cure repair,  two  ligatures  are  placed.  Other  ma- 
terials that  have  been  used  include  strips  of  human 
fascia  lata,  ox  fascia  and  a polyethylene  tube  with 
a suture  material  inside. The  McDonald  pro- 
cedure uses  silk. 

It  is  important  to  use  suture  material  having  a 
wide  diameter  so  that  with  pressure  it  will  not  cut 
through  and  amputate  the  cervix. 

The  congenital  type  of  incompetent  cervix  is 
best  repaired  by  using  either  the  Shirodkar  or  Me 
Donald  procedure. 

The  preferred  method  of  delivery  is  simply  to 
cut  the  suture  at  the  appropriate  week  of  gestation 
and  allow  vaginal  delivery  to  take  place. 

Other  non-surgical  methods  of  splinting  the  cer- 
vix have  been  advocated.  These  include  both  a 
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Smith-Hodge  Pessary  and  a balloon  splint  that 
was  first  used  in  the  Department  of  Obstetrics  and 
Gynecology  at  Baylor  University  School  of  Medi- 
cine. 

Electrocautery  and  elcctrofulguration  have  also 
been  used  in  an  attempt  to  produce  deep  scar  tis- 
sue in  the  cervix  and  thus  reform  the  fibrous  band. 

Rest,  sedation  and  progesterone  have  all  been 
advocated  for  concomitant  therapy.  No  definitive 
study  has  shown  that  these  do  help. 

It  is  best  to  time  the  repair  for  after  the  end  of 
the  first  trimester  and  between  the  sixteenth  and 
twentieth  week  and  with  minimal  effacement  and 
dilatation  of  the  cervix. 

Successful  results  that  can  be  expected  by  re- 
stricting the  diagnosis  to  a highly  selective  group 
of  patients  should  be  in  the  77  per  cent  to  85  per 
cent  range.6 

Contraindications  to  repair  include:  ( 1 ) first 
trimester  abortion;  (2)  ruptured  membranes;  (3) 
labor;  and  (4)  infection.  The  suture  should  be  cut 
immediately  if  labor  or  rupture  of  the  membranes 
should  ensue. 

COMMENTS 

Dr.  Henry  A.  Thiede:  The  patient  has  a his- 
tory of  urinary  tract  infection  which  suggests  the 
possibility  of  a renal  anomaly.  Was  an  intravenous 
pyelogram  done  on  this  patient?  Often  renal 
anomalies  may  be  associated  with  uterine  anom- 
alies and,  of  course,  uterine  anomalies  are  often 
associated  with  premature  delivery.  Was  a hystero- 
salpingogram  done  on  this  patient? 

We  know  that  many  patients  with  an  incompe- 
tent cervix  may  be  managed  by  bed  rest  alone.  It 
is  effective,  but  not  practical.  Was  physical  therapy 
given  to  this  patient  while  she  was  on  near  com- 
plete bed  rest?  Was  there  any  wasting  or  change 
in  calcium  metabolism  during  her  period  of  bed 
rest?  Intravascular  coagulation  and  a generalized 
demineralization  can  be  a problem  for  patients  on 
prolonged  bed  rest. 

I am  uneasy  about  the  use  of  Delalutin  and  the 
possible  masculinization  of  the  fetus;  we  certainly 


have  little  evidence  of  its  salutary  effect  on  the 
uterus. 

Surgical  complications  that  should  be  anticipat- 
ed are:  (1)  hemorrhage  and  infection  at  the  op- 
erative site;  (2)  difficulty  in  removal  of  the  suture 
at  onset  of  labor  (It  is  not  always  easy  and,  there- 
fore, the  ends  of  the  suture  should  be  left  long  for 
easy  identification.);  and  (3)  cervical  lacerations 
often  follow  vaginal  delivery  and  must  be  routine- 
ly searched  for  and  when  found,  repaired. 

Dr.  Holden:  No  intravenous  pyelogram  or  hys- 
terosalpingogram  was  performed  on  this  patient. 
The  only  time  she  has  been  seen  at  the  University 
Medical  Center  has  been  during  her  pregnancies. 

The  reason  for  her  bed  rest  was  simply  that 
with  one  failed  Shirodkar  we  wanted  to  keep  pres- 
sure off  of  the  cervix  as  much  as  possible. 

The  patient  did  not  have  physical  therapy  and 
bed  rest  was  not  that  strict.  She  did  come  to  the 
clinic  one  time  per  week  and  was  allowed  up  as 
needed  at  home.  No  evidence  of  muscle  wasting 
or  demineralization  was  noted.  *** 

2500  North  State  Street  (39216) 

Suggested  Review  Reading:  Rovinsky,  J.  J.,  “The  Incom- 
petent Cervix,”  Medical,  Surgical  and  Gynecological 
Complications  of  Pregnancy,  2nd  Edition,  Pages  383- 
401. 
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MEDICAL  DEFINITIONS 

'"An  appendix  is  something  found  in  the  back  of  a book.  Some- 
times they  get  in  people  and  have  to  be  taken  out. 

— Third  Grader 
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Even  Small  Hospitals  Need  Blood  Gases 

JOHN  D.  MORGAN,  M.D. 
McComb,  Mississippi  and 
JOHN  R.  WILLIAMS,  M.D. 
Greenville,  Mississippi 


Although  arterial  blood  gas  studies  are  widely 
used  in  teaching  hospitals  today,  many  physicians 
practice  in  smaller  community  hospitals  lacking 
facilities  for  these  studies.  The  purpose  of  this  ar- 
ticle is  to  briefly  give  the  uses  of  blood  gases,  ex- 
plain the  technique  of  performing  the  test,  describe 
our  experience,  note  some  pitfalls  to  avoid,  and 
show  that  arterial  puncture  can  be  competently 
and  safely  performed  by  paramedical  personnel. 

Indications  for  arterial  blood  gas  determinations 
are  listed  in  Table  I.  For  properly  evaluating 
dyspnea  and/or  cyanosis,  the  blood  gas  deter- 
mination should  be  done  before  the  patient  is 
placed  on  oxygen  therapy. 

Blood  gases  are  quite  helpful  in  evaluating  the 
cause  of  unexplained  dyspnea.  With  the  presence 
of  a completely  normal  arterial  blood  gas,  it  is 
very,  very  rare  that  a pulmonary  embolus  or  other 
derangement  of  respiratory  function  is  causing  the 
patient  to  be  dyspneic. 

Serial  blood  gas  determinations  are  absolutely 
necessary  for  the  treatment  of  respiratory  failure 
and  should  be  as  much  a part  in  the  management 
of  this  problem  as  blood  sugars  are  in  the  man- 
agement of  diabetic  acidosis.  Serial  determinations 
are  the  only  rational  way  to  make  adjustments  of 
ventilatory  controls  for  patients  in  the  postopera- 
tive period  or  in  patients  in  intensive  care  units 
being  ventilated  for  a multitude  of  reasons. 

Diabetic  acidosis,  lactic  acidosis,  or  severe  met- 
abolic acidosis  from  other  causes  can  be  better 
managed  if  intravenous  bicarbonate  therapy  is  reg- 
ulated with  serial  determinations  of  pH.  Monitor- 
ing of  the  pH  is  very  necessary  because  the  pa- 


From  the  Departments  of  Internal  Medicine,  Southwest 
Mississippi  General  Hospital.  McComb;  Washington 
County  General  and  King’s  Daughters  Hospitals, 
Greenville,  Miss. 


tient  continues  to  hyperventilate  long  after  the  pH 
of  blood  has  reached  normal  value.  A great  hazard 
is  that  bicarbonate  will  be  prescribed  simply  on 
the  basis  of  continued  hyperventilation.  In  such 
circumstances  a severe  iatrogenic  metabolic  alka- 
losis may  occur. 


Arterial  blood  gas  utilization  in  three  gen- 
eral hospitals  in  Mississippi  is  reported  along 
with  indications  and  pitfalls  in  the  use  of 
these  studies.  Stress  is  placed  on  having  para- 
medical personnel  do  arterial  punctures. 


In  the  work-up  of  polycythemia  one  knows  that 
if  the  POo  is  above  65  mm  of  mercury  after  exer- 
cise, then  the  polycythemia  is  primary  rather  than 
secondary  to  respiratory  disease.  Pediatricians 
find  arterial  blood  gases  invaluable  in  treating  the 
newborn  respiratory  distress  syndrome.  Blood  is 
usually  analyzed  from  a catheter  placed  into  the 
umbilical  vein. 

TABLE  I 

INDICATIONS  FOR  ARTERIAL  BLOOD  GAS 
DETERMINATIONS 

1.  Unexplained  dyspnea  or  cyanosis 

2.  Management  of  respiratory  failure 

3.  Management  of  comatose  patients  on  ventilator  treat- 
ment 

4.  Investigation  of  cyanosis  or  drowsiness  in  the  post- 
operative patient 

5.  Serial  determination  of  need  for  intravenous  bicar- 
bonate in  severe  diabetic  acidosis  or  in  lactic  acidosis 

6.  Differentiating  primary  from  secondary  polycythemia 

7.  Management  of  newborn  respiratory  distress  syn- 
drome 
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The  technique  of  arterial  puncture  is  quite  sim- 
ple.1-2 The  skin  is  prepared  with  alcohol  for  sin- 
gle stick  puncture,  but  for  indwelling  catheters  a 
septisol  scrub  and  alcohol  are  used.  Puncture  is 
made  with  a 20  gauge  needle  connected  to  a 10  cc 
glass  syringe  which  has  been  thoroughly  rinsed 
with  heparin  solution  leaving  a tiny  amount  of 
heparin  in  the  tip  of  the  syringe. 

TABLE  II 

NORMAL  VALUES— ARTERIAL  BLOOD 

pH  =7.38-7.42 
pO-j  = 80-90  mm  Hg. 
pCO-  = 38-42  mm  Hg. 


Although  it  is  rarely  necessary,  up  to  3 cc  of  1 
per  cent  Xylocaine  local  anesthesia  may  be  infil- 
trated in  the  area  of  arterial  puncture.  The  pre- 
ferred site  is  the  brachial  artery  although  the  radial 
artery  is  sometimes  used.  In  patients  who  have 
body  casts  or  who  are  severely  burned,  or  for  oth- 
er reasons  these  arteries  are  not  available,  the  fem- 
oral artery  can  be  utilized.  It  is  most  important 
that  the  blood  be  observed  to  pump  itself  into  the 
syringe  while  the  sample  is  being  collected.  After 
arterial  puncture,  the  site  is  compressed  firmly  for 
five  minutes  by  the  clock  to  make  sure  that  excess 
bleeding  does  not  occur.  This  is  most  important. 

Only  in  the  past  year  or  two  have  non-teaching 
hospitals  in  Mississippi  acquired  any  great  experi- 
ence in  the  use  of  arterial  blood  gases.  The  South- 
west Mississippi  General  Hospital  in  McComb  is 
a 106  bed  hospital,  situated  in  an  urban  area  of 
25,000  people,  drawing  patients  from  about  45 
miles,  staffed  by  16  physicians;  divided  about 
equally  between  family  practice  specialists  and 
other  physicians.  Arterial  gas  analyses  are  per- 
formed by  all  four  members  of  the  Inhalation 
Therapy  Department,3- 4 consisting  of  one  fully 
trained  inhalation  therapist  and  three  inhalation 
therapy  technicians.  Over  a 12-month  period,  665 
blood  gas  determinations  were  done,  and  77  per 
cent  of  these  showed  significant  abnormalities  (de- 
fined as  pH  over  7.45  or  under  7.35,  pOL.  less 
than  75  mm  mercury  or  pCOo  over  44  mm  mer- 
cury). There  has  been  no  problem  with  arterial 


thrombosis,  excess  bleeding,  permanent  nerve  in- 
jury or  sepsis  attributed  to  arterial  puncture. 

In  Greenville,  Washington  County  General 
Hospital  has  154  beds  and  King’s  Daughters  Hos- 
pital has  117  beds.  There  are  over  40  physicians 
in  this  city  of  50,000,  which  is  a referral  center  for 
an  area  with  a radius  of  75  miles.  Arterial  punc- 
ture is  done  by  laboratory  technicians  from  the 
brachial  and  radial  artery,  and  two  technicians 
have  been  allowed  to  do  femoral  artery  sticks. 
Each  hospital  does  about  20-30  arterial  blood 
gas  determinations  a month  and  in  addition, 
Washington  County  General  Hospital  does  venous 
pH  and  pCCL  on  all  electrolyte  studies.  I.L. 
Blood  Gas  Apparatus  is  available  at  both  hospi- 
tals and  the  machines  are  under  the  supervision 
of  the  general  chemistry  lab.  In  the  month  of  Oc- 
tober there  were  90  pH  studies  done.  No  compli- 
cations from  arterial  puncture  have  occurred  at 
either  of  these  two  hospitals. 

There  are  some  pitfalls  to  avoid  in  the  use  of 
arterial  blood  gases.  The  most  common  problem 
is  the  obtaining  of  a sample  of  venous  blood  in- 
stead of  arterial  blood.  This  can  be  avoided  if 
loose  fitting  glass  syringes  are  used  and  the  tech- 
nician makes  sure  no  suction  is  applied  to  the 
syringe  while  the  sample  is  being  collected,  since 
only  arterial  blood  will  pump  itself  into  the 
syringe.  If  the  machine  is  not  calibrated  frequent- 
ly, erroneous  values  will  be  reported.  It  is  wise  to 
have  as  few  technicians  as  possible  using  the 
blood  gas  apparatus  since  errors  increase  directly 
in  proportion  to  the  number  of  different  techni- 
cians using  the  machine.  Unbelievable  blood  gas 
values  will  be  reported  if  the  water  bath  is  turned 
off  or  is  not  working.  As  with  any  laboratory  test, 
the  physician  should  look  critically  at  any  values 
which  disagree  with  his  clinical  impression.  *** 

332  Fairview  Avenue  (38701) 

REFERENCES 

1.  Petty,  T.  L.,  Bigelow,  D.  B.  and  Levine.  B.  E.:  The 
Simplicity  and  Safety  of  Arterial  Puncture:  JAMA 
195:181-183,  1966. 

2.  Sackner,  M.  A.:  Arterial  Blood  Gas  Analysis.  Med- 
ical Times  95:79-87.  1967. 

3.  Lindesmith,  L.  A.,  Winga,  E.  R..  Goodnough,  D.  E. 
and  Paradise,  Richard:  Arterial  Punctures  by  Inhala- 
tion Therapists.  Chest  61:83-84.  January.  1972. 

4.  Sackner,  M.  A.,  Avery,  W.  G.  and  Sokolowski,  J.: 
Arterial  Punctures  by  Nurses.  Chest  59:97-98,  Jan- 
uary 1971. 


APRIL  1973 


127 


Radiologic  Seminar  CXXVI: 
Ruminations  on  Radiologic  Accuracy 

ROBERT  D.  SLOAN,  M.D. 

Jackson,  Mississippi 


A clinical  radiograph  is  simply  a sheet  of 
photographic  film  which,  when  viewed  through 
transmitted  light,  presents  varying  shades  of  gray 
arranged  in  differing  patterns.  It  is  the  eyes  and 
brain  of  the  observer  which  converts  these  shad- 
ows into  useful  information.  A trained  observer 
should  be  able  to  view  a radiograph  objectively, 
sorting  out  the  normal  and  abnormal  patterns, 
and  project  a tentative  analysis.  After  this  ob- 
jective review,  and  prior  to  a final  opinion,  the 
study  should  be  evaluated  in  terms  of  the  spe- 
cific clinical  situation.  This  clinical  data  may  re- 
sult in  the  identification  of  pathology  underevalu- 
ated on  the  objective  survey,  but  is  of  greater  im- 
portance in  terms  of  limiting  differential  probabil- 
ities once  pathology  has  been  shown. 

Most  clinicians  ordering  and  viewing  radio- 
graphs give  little  thought  to  basic  concepts  of 
radiologic  accuracy.  On  reflection,  the  need  for 
properly  ordered  and  technically  adequate  studies 
is  apparent  to  all,  and  most  would  agree  with  the 
concept  that  there  are  variations  in  competence 
in  interpreting  radiographs,  based  to  some  extent 
upon  experience,  training  and  individual  capabil- 
ities in  problem  solving.  Less  well  understood  is 
the  matter  of  intraindividual  variations.  Most  of 
us  would  like  to  think  that  we  are  quite  consistent 
in  our  evaluation  of  objective  data,  but  testing 
experiments  have  shown  that  there  is  surprising 
variation  in  the  interpretation  of  the  same  radio- 
graph, by  the  same  individual,  on  different  oc- 
casions. I would  hasten  to  add  that  this  intrain- 
dividual variation  in  analyzing  objective  data  cuts 
across  all  aspects  of  clinical  medicine,  and  is  not 
limited  to  radiology.  The  only  way  to  decrease 


Sponsored  by  the  Mississippi  Radiological  Society.  From 
the  Department  of  Radiology,  University  Medical 
Center,  Jackson,  Miss. 


this  inherent  limitation  is  to  have  the  same  data 
evaluated  by  two  or  more  observers,  with  con- 
sultative reevaluation  if  differing  opinions  have 
been  reached.  Of  more  importance,  however,  in 
terms  of  the  current  discussion  on  radiologic  ac- 
curacy, is  a clear  understanding  of  the  capabilities 
and  limitations  of  radiologic  technics  in  terms  of 
(a)  the  demonstration  of  pathology  and  (b)  the 
identification  of  the  specific  etiology  of  a demon- 
strated pathological  process. 

In  terms  of  the  demonstration  of  pathology,  it 
must  always  be  remembered  that  radiologic  tech- 
nics are  capable  of  showing  only  gross  anatomical 
structures  and  pathological  changes.  For  example, 
a 10  cm.  mass  in  the  lung  parenchyma  will  be 
patently  obvious  on  a chest  film,  and  incidentally 
totally  undetectable  by  any  other  methods  of 
clinical  examination.  A three  to  five  mm.  non- 
calcified  parenchymal  nodule,  however,  will  be 
identified  only  if  it  is  projected  clear  of  such 
structures  as  the  heart  and  rib  cage,  and  if  it 
happens  to  catch  the  eye  of  the  observer.  In 
multiple  myeloma  the  marrow  may  be  packed 
with  plasma  cells,  but  until  a significant  number 
of  bony  trabeculae  have  been  eroded  by  the  neo- 
plasm the  bone  will  present  a normal  radiographic 
appearance.  Hence  in  myeloma  there  is  a signifi- 
cant incidence  of  false  negative  skeletal  surveys. 
With  an  adequate  concentration  of  contrast  ma- 
terial in  the  gallbladder,  cholecystography  is  an 
extremely  accurate  method  of  evaluating  the  pres- 
ence or  absence  of  cholelithiasis,  and  here  the  in- 
cidence of  both  false  negative  and  false  positive 
reports  should  be  quite  low.  Radiographs  may  be 
of  considerable  value  in  determining  the  presence 
of  mechanical  small  bowel  obstruction,  but  cannot 
with  consistency  differentiate  between  strangulated 
or  nonstrangulated  bowel,  a point  of  vital  concern 
to  the  patient’s  welfare.  Thus  it  is  that  over-esti- 
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mating  or  under-estimating  the  capabilities  of  a 
radiograph  technic  to  demonstrate  a given  patho- 
logical process  may  cause  serious  clinical  errors. 

The  second  point  is  that  it  must  be  understood 
that  there  is  a distinct  difference  between  the 
radiographic  demonstration  of  pathology  and  the 
radiologic  evaluation  of  the  etiology  of  that  pa- 
thology. The  presence  of  a grossly  dilated  esopha- 
gus in  achalasia  can  be  uniformly  demonstrated 
on  barium  swallow,  and  the  radiographic  pattern 
permits  a specific  and  accurate  diagnosis.  An  in- 
travenous pyelogram  may  demonstrate  a mass 
renal  lesion,  but  it  requires  renal  angiography  to 
clearly  differentiate  between  a cyst  and  tumor,  al- 
though here  again  a specific  diagnosis  can  usually 
be  made.  A two  cm.  parenchymal  coin  lesion  may 
be  quite  apparent  on  a chest  film,  but  there  are 
real  limitations  in  the  radiologic  ability  to  as- 
certain its  histologic  nature,  or  more  specifically 


to  state  whether  it  is  a benign  or  malignant  proc- 
ess. Pulmonary  blastomycosis  usually  produces 
gross  pathologic  findings  on  a chest  film,  but  the 
patterns  produced  are  so  protean  that  they  fre- 
quently defy  a specific  etiologic  evaluation.  In 
this  situation  it  will  be  uncommon  for  the  diag- 
nosis of  blastomycosis  to  be  offered  with  any  real 
degree  of  probability  on  the  basis  of  the  radio- 
graphic  appearance.  It  is  thus  apparent  that  there 
are  differing  degrees  of  etiological  probability  that 
can  be  offered,  depending  upon  the  nature  of  the 
underlying  disease  and  the  particular  radiographic 
pattern  produced.  To  use  radiologic  technics  in- 
telligently in  diagnostic  problem  solving,  there- 
fore, one  has  to  learn  which  patterns  are  pathog- 
nomonic, which  are  specific  within  a narrow  range 
of  probabilities,  and  which  are  totally  nonspecific 
in  their  appearance.  *** 

2500  North  State  Street  (39216) 


SOME  COMPLIMENT! 

The  English  teacher  came  to  school  one  day  with  a dyed  white 
streak  in  her  brown  hair.  Little  Billy  was  the  first  to  notice  her  new 
hairdo.  With  all  the  enthusiasm  of  a nine-year-old,  he  called  out, 
“Oh,  how  nice  you  look,  Mrs.  Gregory.  Just  like  a skunk!" 
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Where  do  you  stand  on  this 
Legislation? 

Test  Yourself: 


Pro 

Con 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

Maternal  and  Child  Care  programs? 
Federal  funds  to  expand  medical 
schools? 

Federal  aid  to  medical  students? 
Expanded  nurse  training  programs? 

Expanded  physician's  assistant  pro- 
grams? 

Restricted  experimentation  of 
HMO's? 

More  effective  occupational  health 
and  safety  laws? 

Nation-wide  program  of  community 
emergency  medical  services? 
Voluntary  national  health  insurance? 
National  health  insurance  plan  fed- 
eralizing all  health  and  medical  care? 

If  you're  for  the  first  nine  but  against  the  tenth, 


you  stand  where  the  AMA  stands.  We  have 
vigorously  supported  virtually  all  recent  legis- 
lation to  provide  more  and  better  health  care 
for  the  public.  We  have  just  as  vigorously  op- 
posed any  plan  that  would  infringe  on  your  right 
to  practice  the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  that  we,  the 
profession,  have.  Together,  we  can  make  it  even 
more  effective  in  representing  ourselves,  and 
our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 
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105th  Annual  Session 


Mississippi  State  Medical  Association 
April  30-May  3,  1973 
Biloxi 


Mississippi’s  Gulf  Coast  will  become  the  state's 
medical  capitol  April  30-May  3 as  the  105th  An- 
nual Session  of  the  association  gets  underway  at 
the  Sheraton-Biloxi.  Seven  scientific  specialty  ses- 
sions, fifteen  specialty  groups,  four  medical  alum- 
ni occasions,  technical  and  scientific  exhibits,  the 
House  of  Delegates,  and  a host  of  fellowship 
events  are  slated  for  the  four-day  meet. 

Dr.  Charles  R.  Jenkins  of  Laurel,  association 
president,  will  address  the  opening  meeting  of 
the  House  of  Delegates  on  April  30.  House  Speak- 
er John  B.  Howell  of  Canton  and  Vice  Speaker 
Walter  H.  Simmons  of  Jackson  said  that  reports 
and  resolutions  will  be  presented  at  the  opening 
meeting.  Final  actions  will  come  on  May  3 when 
1973-74  officers  are  elected. 

Dr.  Arthur  A.  Derrick,  Jr.,  of  Durant  will  be 
inaugurated  president  for  the  new  year  during 
closing  ceremonies  on  the  final  day. 

Dr.  Raymond  S.  Martin,  Jr.,  of  Jackson  said 
that  the  Scientific  Assembly  will  open  on  Tuesday 
morning.  May  1,  and  continue  through  Thursday 
noon.  Dr.  Martin  heads  the  group  which  has 
planned  and  scheduled  the  general  and  specialty 
sessions,  exhibits,  and  fellowship  occasions. 

Principal  speaker  for  the  annual  session  is  Dr. 
C.  A.  Hoffman  of  Huntington,  W.  Va.,  president 
of  the  American  Medical  Association.  He  is 
scheduled  to  address  the  opening  meeting  of  the 
House  of  Delegates  on  April  30,  Dr.  Jenkins  said. 

The  Woman’s  Auxiliary  will  conduct  its  50th 
Annual  Session  concurrently  during  April  30- 
May  2,  also  headquartering  at  the  Sheraton- 
Biloxi,  according  to  Mrs.  Clarence  H.  Webb,  Jr., 
of  Jackson,  state  president.  Mrs.  W.  H.  Preston, 
Jr.,  of  Booneville  will  be  inaugurated  1973-74 
president  at  the  meeting.  General  chairman  for 
the  ladies’  meet  is  Mrs.  Louis  A.  Farber  of  Jack- 
son. 


OFFICIAL  CALL 

To  all  members  of  the  Mississippi 

State  Medical  Association: 

The  105th  Annual  Session  of  the  Mis- 
sissippi State  Medical  Association  is  called 
to  meet  at  Biloxi,  Mississippi,  on  Monday, 
April  30,  1973,  pursuant  to  Article  V of 
the  Constitution.  The  House  of  Delegates 
will  be  convened  at  9 o'clock  in  the  mor- 
ning at  the  Sheraton-Biloxi  on  April  30. 

The  Scientific  Assembly,  consisting  of  the 
seven  general  sessions,  will  meet  during  May 
1-3,  1973. 

No  member  or  guest  will  be  permitted  to 
participate  in  any  aspect  of  the  annual  ses- 
sion until  regularly  registered. 

Charles  R.  Jenkins 
President 

Raymonds.  Martin,  Jr. 

Secretary-Treasurer 


Medical  alumni  occasions  are  set  for  Monday 
and  Tuesday  evenings,  and  the  association  cock- 
tail party  and  fellowship  hour  is  the  Wednesday 
feature. 

The  Sheraton-Biloxi  luxury  hotel  will  again 
host  the  annual  session.  Located  immediately  east 
of  the  Broadwater  Beach  Hotel,  the  relatively 
new  complex  consists  of  a nine-story  tower  front- 
ing on  the  Gulf  with  five  connected  two-  and 
three-story  lanai  units  on  the  north  or  back.  The 
Sheraton-Biloxi  is  accepting  reservations  subject 
to  sell-out,  after  which  registrants  will  be  given 
priority  at  the  adjacently-sited  Ramada  Inn  and 
Holiday  Inn. 
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STATE  OFFICERS  1972-1973 


Dr.  Jenkins 


President 
Charles  R.  Jenkins 
Laurel 

President-Elect 
Arthur  A.  Derrick,  Jr. 
Durant 

Secretary-T  reasurer 
Raymond  S.  Martin,  Jr. 
Jackson 


Dr.  Derrick 


Vice  Presidents  Lee  H.  Rogers,  Tupelo 

James  P.  Spell,  Jackson 
Wendall  B.  Holmes,  McComb 

Speaker  of  the 

House  of  Delegates  John  B.  Howell,  Jr.,  Canton 
Vice  Speaker  of  the 

House  of  Delegates  Walter  H.  Simmons,  Jackson 


Editor  W.  Moncure  Dabney,  Crystal  Springs 

Associate  Editors  George  H.  Martin,  Vicksburg 

Thomas  W.  Wesson,  Tupelo 

Delegates  to  AMA  G.  Swink  Hicks,  Natchez 

C.  D.  Taylor,  Jr.,  Pass  Christian 


BOARD  OF  TRUSTEES 

J.  T.  Davis,  Corinth,  Chairman 

James  O.  Gilmore,  Oxford,  Vice  Chairman 

Everett  Crawford,  Tylertown,  Secretary 

Lyne  S.  Gamble,  Greenville 

Paul  B.  Brumby,  Lexington 

Carl  G.  Evers,  Jackson 

Guy  T.  Vise,  Meridian 

Gerald  P.  Gable,  Hattiesburg 

James  T.  Thompson,  Moss  Point 

EXECUTIVE  OFFICE 

Mr.  Charles  L.  Mathews,  Executive  Secretary 
Mr.  H.  Cody  Harrell,  Assistant  Executive  Secretary 
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LIVING  PAST  PRESIDENTS 


James  Grant  Thompson,  Jackson 

1951-52 

Lamar  Arrington,  Meridian 

1952-53 

S.  Lamar  Bailey,  Kosciusko 

1955-56 

H.  C.  Ricks,  Jackson 

1956-57 

Howard  A.  Nelson,  Greenwood 

1957-58 

Guy  T.  Vise,  Meridian 

1958-59 

Stanley  A.  Hill,  Corinth 

1959-60 

G.  Swink  Hicks,  Natchez 

1960-61 

Lawrence  W.  Long,  Jackson 

1961-62 

C.  P.  Crenshaw,  Collins 

1962-63 

Omar  Simmons,  Newton 

1 964-65 

Everett  Crawford,  Tylertown 

1965-66 

James  T.  Thompson,  Moss  Point 

1966-67 

Temple  Ainsworth,  Jackson 

1967-68 

Joseph  B.  Rogers,  Oxford 

1968-69 

James  L.  Royals,  Jackson 

1969-70 

Paul  B.  Brumby,  Lexington 

1970-71 

Arthur  E.  Brown,  Columbus 

1971-72 
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ACTIVITIES  CALENDAR 

REGISTRATION 

General  Registration  for  the  Scientific  Assembly  and  House  of 
Delegates  will  be  located  at  the  second  level  (Grand  Ballroom 
and  Gulf  Rooms)  in  the  Sheraton-Biloxi.  No  person  may  be 
admitted  to  any  activity  of  the  annual  session  without  first 
registering.  Hours  of  registration  will  be  2:00  to  4:00  p.m. 
Sunday,  April  29;  8:00  a.m.  to  5:00  p.m.,  Monday,  Tuesday, 
and  Wednesday,  April  30-May  2;  and  8:00  a.m.  to  1:00  p.m., 
Thursday,  May  3.  The  secretary’s  office  will  be  located  off  the 
West  Lobby  on  the  second  level. 

SUNDAY,  APRIL  29,  1973 


9:00  a.m. 
2:00  p.m. 
2:00  p.m. 
6:00  p.m. 


Seminar  on  Family  Planning  Methodology,  Gulf  Room 
D 

Miss.  Association  of  Pathologists,  Business  Meeting, 
Biloxi  Room 

Miss.  Radiological  Society,  Scientific  Program,  Boston 
Room 

Miss.  Society  of  Anesthesiologists,  Country  Club  of 
Jackson  (Jackson,  Miss.) 


MONDAY,  APRIL  30,  1973 


7:00  a.m. 
9:00  a.m. 
9:00  a.m. 

12:00  noon 
12:00  noon 
1 :30  p.m. 

1:30  p.m. 

1 :30  p.m. 

3:00  p.m. 

3:30  p.m. 
3:30  p.m. 

4:00  p.m. 

7:00  p.m. 

8:00  p.m. 


Reference  Committees  Breakfast,  Gulf  Room  D 

House  of  Delegates,  Top  of  the  Sheraton 

Miss.  Association  of  Pathologists,  Scientific  Meeting, 
Biloxi  Room 

Miss.  Orthopaedic  Society  Luncheon,  Gulf  Room  D 

Miss.  Urological  Society  Luncheon,  Boston  Room 

Reference  Committee  on  Reports  of  Officers  and  Board 
of  Trustees,  Gulf  Rooms  A and  B 

Reference  Committee  on  Miscellaneous  Business,  Gulf 
Room  C 

Woman's  Auxiliary  Finance  Committee  Meeting,  Jack- 
son  Room 

Reference  Committee  on  Medical  Practices,  Gulf  Room 
D 

Council  on  Constitution  and  By-Laws,  Gulf  Room  C 

Woman’s  Auxiliary  Pre-convention  Board  Meeting, 
Jackson  Room 

Ole  Miss  Medical  Alumni  Business  Meeting,  Boston 
Room 

Ole  Miss  Medical  Alumni  Cocktail  Party,  Top  of  the 
Sheraton 

Ole  Miss  Medical  Alumni  Seafood  Jamboree  and 
Dance,  Top  of  the  Sheraton 


TUESDAY,  MAY  1,  1973 


8:15  a.m.  V.A.  Center  films,  Boston  Room 
8:30  a.m.  Woman’s  Auxiliary  Continental  Breakfast,  Gulf  Rooms 
C and  D 
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9: 

00 

a.m. 

9: 

30 

a.m. 

12 

o 

o 

noon 

12 

00 

noon 

1 

00 

p.m. 

2 

00 

p.m. 

2 

00 

p.m. 

2 

00 

p.m. 

3 

30 

p.m. 

3 

30 

p.m. 

5 

.00 

p.m. 

5 

:30 

p.m. 

6 

:00 

p.m. 

6 

:00 

p.m. 

7 

:00 

p.m. 

General  Scientific  Session,  Grand  Ballroom 
Woman's  Auxiliary  General  Session,  Gulf  Rooms  C 
and  D 

American  College  of  Surgeons  Luncheon,  Gulf  Rooms 
A and  B 

Fifty  Year  Club  Luncheon,  Boston  Room 
Woman’s  Auxiliary  Luncheon,  Top  of  the  Sheraton 
American  College  of  Surgeons  Scientific  Program  (to 
be  followed  by  business  meeting  and  case  reports), 
Gulf  Rooms  C and  D 

General  Scientific  Session,  Grand  Ballroom 
V.A.  Center  films,  Boston  Room 
Woman’s  Auxiliary  Film  Presentation,  Gulf  Room  B 
Woman’s  Auxiliary  Postconvention  Board  of  Directors 
Meeting,  Jackson  Room 

Short  Course  in  Practical  Tonometry  (Glaucoma)  for 
Non-Ophthalmologists,  Gulf  Room  C 
Vanderbilt  Medical  Alumni  Cocktail  Party,  Jackson 
Room 

Tulane  Medical  Alumni  Cocktail  Party,  Biloxi  Room 
Tennessee  Medical  Alumni  Cocktail  Party  and  Dinner, 
Gulf  Rooms  C and  D 

Flying  Physicians  Association,  Boston  Room 


WEDNESDAY,  MAY  2,  1973 


7: 

30 

a.m. 

8: 

30 

a.m. 

9: 

00 

a.m. 

9: 

30 

a.m. 

10 

00 

a.m. 

10 

30 

a.m. 

1 1 

30 

a.m. 

12 

00 

noon 

12 

00 

noon 

12 

15 

p.m. 

1 

30 

p.m. 

2 

00 

p.m. 

2 

00 

p.m. 

3 

30 

p.m. 

4 

30 

p.m. 

6 

o 

o 

p.m. 

MSMA  Past  President’s  Breakfast,  Boston  Room 
Woman’s  Auxiliary  Past  Presidents’  Breakfast,  Jackson 
Room 

General  Scientific  Session,  Grand  Ballroom 
V.A.  Center  films,  Boston  Room 
Woman’s  Auxiliary  Film  Presentation,  Gulf  Room  B 
General  Scientific  Session,  Grand  Ballroom 
Miss.  Ob-Gyn  Society  Cocktail  Party  and  Luncheon, 
Gulf  Room  C 

Miss.  Academy  of  Family  Physicians  Luncheon,  Top 
of  the  Sheraton 

Miss.  Neurosurgical  Society  Luncheon,  Gulf  Room  D 
Miss.  Society  of  Internal  Medicine  Luncheon,  Gulf 
Room  B 

Nominating  Committee,  Gulf  Room  A 
General  Scientific  Session,  Grand  Ballroom 
V.A.  Center  films,  Boston  Room 
General  Scientific  Session,  Grand  Ballroom 
Short  Course  in  Practical  Tonometry  (Glaucoma)  for 
Non-Ophthalmologists,  Gulf  Room  C 
Annual  Association  Cocktail  Party.  Gulf  Rooms  B,  C, 
and  D 


THURSDAY,  MAY  3,  1973 

9:00  a.m.  General  Scientific  Session,  Grand  Ballroom 
12:00  noon  Miss.  EENT  Association  Luncheon.  Gulf  Room  B 
1 : 30  p.m.  House  of  Delegates,  Top  of  the  Sheraton 
2:00  p.m.  Hospitality  Room  for  Ladies  and  Children 
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EXECUTIVE  BUSINESS 


HOUSE  OF  DELEGATES 

April  30,  1973 
9:00  a.m. 

Sheraton-Biloxi 

John  B.  Howell,  Jr. 
Canton,  Speaker 

Walter  H.  Simmons 
Jackson,  Vice  Speaker 


Dr.  Howell 


Dr.  Simmons 


MEETINGS  OF  THE  HOUSE  OF  DELEGATES 


The  opening  meeting  of  the  House  will  be  called  to  order  by 
the  President,  and  the  Speakers  will  announce  the  order  of 
business.  An  open  meeting,  to  which  all  members  and  ladies  of 
the  Auxiliary  are  invited,  will  feature  addresses  by  Dr.  Charles 
R.  Jenkins,  the  president,  and  Dr.  C.  A.  Hoffman,  president 
of  the  American  Medical  Association.  The  adjourned  meeting 
of  the  House  will  convene  at  1:30  p.m.  on  May  3. 


REFERENCE  COMMITTEES 


Reports  of  Officers  and  Board  of  Trustees,  April  30,  Gulf 
Rooms  A and  B,  1:30  p.m. 

Miscellaneous  Business,  April  30,  Gulf  Room  C,  1:30  p.m. 
Medical  Practices,  April  30,  Gulf  Room  D,  3:00  p.m. 
Constitution  and  By-Laws,  April  30,  Gulf  Room  C,  3:30  p.m. 
Nominating  Committee.  May  2,  Gulf  Room  A,  1:30  p.m. 


136 


JOURNAL  MSMA 


THE  SCIENTIFIC  ASSEMBLY 


COUNCIL  ON  SCIENTIFIC  ASSEMBLY 
Raymond  S.  Martin,  Jr.,  Chairman 


Dr.  Martin 


THE  COUNCIL 

L.  Stacy  Davidson,  Jr.,  Chairman,  EENT 
James  K.  Williams,  Jr.,  Secretary 
Frank  W.  Bowen,  Chairman,  General  Practice 
W.  Boyce  White,  Secretary 
William  L.  Wood,  Jr.,  Chairman,  Medicine 
S.  H.  McDonnieal,  Jr.,  Secretary 
Charles  M.  Head,  Chairman,  Ob-Gyn 
Charlton  R.  Vincent,  Secretary 
John  R.  Jackson,  Jr.,  Chairman,  Pediatrics 
Frank  M.  Wiygul,  Jr.,  Secretary 
Shelby  W.  Mitchell,  Chairman,  Preventive  Medicine 
Steven  L.  Moore,  Secretary 
William  Briggs  Hopson,  Jr.,  Chairman,  Surgery 
Benton  M.  Hilbun,  Secretary 


MEDICAL  TELEVISION 

The  Veterans  Administration  Hospital  in  Jackson  will  present 
a scientific  television  program  on  May  1 and  2 in  the  Boston 
Room. 


SCIENTIFIC  AND  TECHNICAL  EXHIBITS 
Grand  Ballroom,  Sheraton-Biloxi 


CONDUCT  OF  THE  SCIENTIFIC  ASSEMBLY 

The  order  of  exercise,  papers,  and  discussion  as  set  forth  in  the 
official  program  shall  be  followed  until  completion.  All  papers 
read  before  the  association  shall  become  its  property.  Each 
paper  must  be  read  by  its  author  and  deposited  with  the  Secre- 
tary (or  Chairman)  when  read. 
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THE  SCIENTIFIC  EXHIBIT 

Physicians,  foundations,  organizations,  and  major  medical  in- 
stitutions will  present  the  Scientific  Exhibit.  Physician-members 
of  the  Mississippi  State  Medical  Association  are  eligible  for  the 
Aesculapius  Award  given  for  excellence  of  presentation,  quality 
of  content,  and  originality.  Others  may  not  participate  in  this 
competition,  but  they  are  eligible  for  the  association’s  Scientific 
Achievement  Award,  a sculptured  bronze  medallion,  in  recog- 
nition of  the  best  presentation  by  a nonmember.  The  Scientific 
Exhibit  is  located  in  the  Grand  Ballroom. 


EXHIBITS  AND  AUTHORS 

‘‘Surgery  for  the  Prevention  and  Treatment  of  Stroke” 

Hector  S.  Howard.  H.  Edward  Garrett.  J.  T.  Davis,  Jr.,  and 
Charles  V.  Stewart,  Memphis 
“Intravenous  Nutrition” 

Richard  C.  Miller  and  Patricia  Moynihan,  Division  of 
Pediatric  Surgery,  University  Medical  Center,  Jackson 
“Kidney  Transplantation  and  Procurement  Program  for  the  State 
of  Mississippi” 

George  V.  Smith,  Department  of  Surgery.  University  Med- 
ical Center,  Jackson 
“Parapharyngeal  Tumors” 

Division  of  Otolaryngology,  University  Medical  Center, 
Jackson 

“Nasopharyngeal  Angiofibromas” 

Division  of  Otolaryngology,  University  Medical  Center, 
Jackson 

“Serous  Otitis  Media” 

The  Ear,  Nose  and  Throat  Surgical  Group,  P.A.,  Jackson 
“Coronary  Artery  Bypass  Updated” 

Noel  L.  Mills  and  John  L.  Ochsner,  New  Orleans 
“Charnley  Total  Hip  Replacement” 

John  G.  Caden  and  Clyde  X.  Copeland,  Jr.,  Jackson 
“The  Delto  Pectoral  Flap” 

William  E.  Noblin,  III,  Jackson 

“University  of  Alabama  Maxillofacial  Prosthetics  Treatment  and 
Training  Center” 

Iradj  Sooudi,  Birmingham 

“Management  of  Elevated  Bilirubins  in  Newborns” 

Alfred  W.  Brann,  Jr.,  and  John  E.  Rawson,  Department  of 
Pediatrics,  University  Medical  Center,  Jackson 
“Radiological  Aspects  of  Mitral  Valve  Disease” 

John  Y.  Gibson,  Department  of  Radiology,  and  Kenneth 
R.  Bennett,  Department  of  Medicine,  University  Medical 
Center,  Jackson 

“Blindness  Prevention  Activities” 

Mississippi  Society  for  Prevention  of  Blindness 
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“Dyslexia  and  Learning  Disabilities” 

Mississippi  Society  for  Prevention  of  Blindness  and  Mis- 
sissippi EENT  Association 

“Diagnosis  and  Treatment  of  Nerve  Injuries  to  the  Hand” 

Michael  E.  Jabaley,  Division  of  Plastic  Surgery,  University 
Medical  Center,  Jackson  (Prepared  by  American  Society 
for  Surgery  of  the  Hand) 

“American  Cancer  Society,  Mississippi  Division,  Inc.” 
“Nurse-Midwifery  in  Mississippi” 

Nurse-Midwifery  Programs  of  the  University  Medical  Cen- 
ter, Jackson 

“Flying  Physicians  Association,  Mississippi  Chapter” 
“Alcoholism  Is  Your  Business” 

Alcohol  Abuse  and  Alcoholism  Program  of  Mississippi 
State  Board  of  Health 
“Surgery  for  the  Heart  Attack” 

Akio  Suzuki  and  James  D.  Hardy,  Department  of  Surgery, 
University  Medical  Center,  Jackson 
“Care  of  Infants  with  Congenital  Heart  Disease” 

Robert  L.  Abney,  III,  Jackson 
“Blood-sucking  Leeches  of  East  and  Southeast  Asia” 

Hugh  L.  Keegan,  Department  of  Preventive  Medicine,  Uni- 
versity Medical  Center,  Jackson 

V.A.  SCIENTIFIC  TELEVISION  PROGRAM 

Tuesday,  May  1,  1973,  Boston  Room 

8:15  a.m.  Carcinoma  of  the  Ampulla  of  Vater 
8:30  a.m.  Bowel  Resection  for  Carcinoid  of  Ileum 
8:45  a.m.  Transvenous  Inferior  Vena  Cava  Partial  Interrup- 
tion 

2:00  p.m.  Rupture  of  the  Bronchus 
2:15  p.m.  Carotid-Subclavian  Bypass 

Wednesday,  May  2,  1973,  Boston  Room 

9:30  a.m.  Axillo-Femoral  Bypass 
9:50  a.m.  Aorto-Coronary  Bypass 
2:00  p.m.  Surgical  Treatment  of  Emphysema 
2:15  p.m.  Resection  of  Thoracic  Aneurysm 


OLE  MISS  MEDICAL  ALUMNI 

University  of  Mississippi  Medical  Alumni,  their  ladies,  and 
guests  will  meet  on  Monday,  April  30,  at  the  Sheraton-Biloxi. 
Alumni  registration  will  be  located  adjacent  to  general  registra- 
tion in  the  second  level  lobby  and  will  be  open  at  10:00  a.m. 
where  tickets  for  the  evening  party  will  be  available.  A general 
business  meeting  will  be  conducted  at  4:00  p.m.  in  the  Boston 
Room  (main  lobby  arcade).  The  cocktail  party  will  be  held 
in  the  Top  of  the  Sheraton  beginning  at  7:00  p.m.  and  fol- 
lowed at  8:00  p.m.  by  the  Seafood  Jamboree  dinner-dance.  Dr. 
David  Clippinger  of  Gulfport  is  program  planning  committee 
chairman.  Further  details  and  tickets  may  be  purchased  from 
Mr.  Charles  William  Price,  medical  alumni  secretary,  the  Ole 
Miss  Medical  Alumni  House,  UMC  campus,  2500  North  State 
Street,  Jackson  39216. 
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THE  TECHNICAL  EXHIBIT 

The  Mississippi  State  Medical  Association  presents  with  pride 
the  1973  Technical  Exhibit.  Established  firms  engaged  in  the 
manufacture  and  distribution  of  pharmaceuticals,  supplies, 
equipment,  and  in  providing  varied  services,  will  present  ex- 
hibits. Visit  each  exhibit  often  and  discuss  products  and  services 
with  the  Professional  Service  Representatives.  Only  registered 
members  and  guests  are  admitted.  The  Technical  Exhibit  is 
located  in  the  Grand  Ballroom. 

EXHIBITORS  BOOTH 

Automated  Medical  Laboratories,  Inc.,  Miami  Beach,  Fla.  28 

Ayerst  Laboratories,  New  York,  N.  Y 33,  34 

Bankers  Trust  Savings  and  Loan  Association,  Jackson,  Miss.  29 

Bristol  Laboratories,  Syracuse,  N.  Y 13 

Ciba  Pharmaceutical  Company,  Summit,  N.  J.  21 

Coca-Cola  USA,  Atlanta,  Ga 39 

Cooper  Labs,  Inc.,  New  York,  N.  Y.  12 

Dome  Labs,  West  Haven,  Conn.  6 

Econocopy,  Jackson,  Miss.  .............  38 

Financial  Service  Corporation,  Brookhaven,  Miss.  20 

General  Medical/ Jackson,  Jackson,  Miss.  . . 23 

Ives  Laboratories,  Inc.,  New  York,  N.  Y 37 

Lanier  Business  Products,  Jackson,  Miss.  . . 26 

McNees  Medical  Supply  Company,  Jackson,  Miss.  2 

Mead  Johnson  Laboratories,  Evansville,  Ind 32 

Medical  and  Corporate  Financial,  Inc.,  Jackson,  Miss.  16 

Merrill  Lynch,  Pierce,  Fenner  and  Smith,  Inc.,  Jackson,  Miss.  31 

Meyer  Laboratories,  Inc.,  Fort  Lauderdale,  Fla 40 

Mississippi  Hospital  and  Medical  Service,  Jackson,  Miss.  7 

Paine,  Webber,  Jackson  and  Curtis,  Inc.,  Jackson,  Miss.  41 

Pfizer  Laboratories,  Doraville,  Ga 35 

Professional  Planning  Associates,  Jackson,  Miss.  22 

A.  H.  Robins  Company,  Richmond,  Va.  19 

Sandoz  Pharmaceuticals,  E.  Hanover,  N.  J.  27 

Schering  Laboratories,  Kenilworth,  N.  J.  36 

E.  R.  Squibb  & Sons,  Princeton,  N.  J 9 

Stuart  Pharmaceuticals,  Div.  IC1  America,  Wilmington,  Del.  14 
The  St.  Paul  Companies,  St.  Paul,  Minn.  3 

The  Upjohn  Company,  Memphis,  Tenn 42 

Weight  Watchers,  Jackson,  Miss 11 

Winthrop  Laboratories,  New  York,  N.  Y.  25 

Wright  Manufacturing  Company,  Memphis,  Tenn.  8 

SCIENTIFIC  GRANTS 

A.  H.  Robins  Company,  Richmond,  Va. 

Eli  Lilly  and  Company,  Indianapolis,  Ind. 

Geigy  Pharmaceuticals,  Ardsley,  N.  Y. 

G.  D.  Searle,  Chicago,  111. 

Merck  Sharp  and  Dohme  Postgraduate  Program,  West  Point,  Pa. 
William  P.  Poythress  and  Co.,  Inc..  Richmond,  Va. 

Roff  Laboratories 

REGISTRATION  FOR  EXHIBIT  PRIZES 

Visit  the  Technical  Exhibits  often  and  qualify  for  the  drawing 
of  attractive  prizes.  Obtain  necessary  initials  as  you  visit  each 
booth.  Deposit  cards  at  Registration  not  later  than  12:30  p.m., 
Thursday,  May  3. 
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SCIENTIFIC  PROGRAM 


Tuesday,  May  1,  1973 
Grand  Ballroom 
Beginning  at  9:00  a.m. 

W.  Briggs  Hopson,  Jr.,  Vicksburg 
Chairman 

Benton  M.  Hilbun,  Tupelo 
Secretary 


Total  Hip  Arthroplasty,  Indications  and  Results 
George  D.  Purvis,  Jackson 

Acute  Respiratory  Failure  in  the  Surgical  Patient 
Joseph  C.  Gabel,  Jackson 

Technique  and  Results  of  Coronary  Artery  Bypass 
Denton  A.  Cooley,  Houston,  Tex. 

Indications  and  Technique  of  Hiatal  Hernial  Repair 
Hiram  C.  Polk,  Louisville,  Ky. 


Dr.  Hopson 


SCIENTIFIC  PROGRAM 

Tuesday,  May  1,  1973 
Grand  Ballroom 
Beginning  at  2:00  p.m. 

John  R.  Jackson,  Jr.,  Hattiesburg 
Chairman 

Frank  M.  Wiygul,  Jr.,  Jackson 
Secretary 


Innovations  in  Management  of  Respiratory  Distress 
Syndrome 

Alfred  W.  Brann,  Jr.,  Jackson 

Current  Public  Health  Immunization  Program 
Durward  L.  Blakey,  Jackson 

Etiology  and  Treatment  of  Otitis  Media  in  Pediatric 
Practice 

Virgil  M.  Howie,  Huntsville,  Ala. 


Dr.  Jackson 
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SCIENTIFIC  PROGRAM 

Wednesday,  May  2,  1973 
Grand  Ballroom 
Beginning  at  9:00  a.m. 

Charles  M.  Head,  Jackson 
Chairman 

Charlton  R.  Vincent,  Laurel 
Secretary 


Dr.  Head 


The  Rh  Problem 

John  Queenan,  Louisville,  Ky. 


Diabetes  in  Pregnancy 

John  Queenan,  Louisville,  Ky. 

Abnormal  Uterine  Bleeding 

Herbert  H.  Thomas.  Birmingham,  Ala. 


SCIENTIFIC  PROGRAM 

Wednesday,  May  2,  1973 
Grand  Ballroom 
Beginning  at  10:30  a.m. 

William  L.  Wood.  Jr.,  Tupelo 
Chairman 

S.  H.  McDonnieal,  Jr.,  Jackson 
Secretary 


Dr.  Wood 


Changing  Concepts  of  Coronary  Artery  Disease 
Quentin  Dickerson,  Jackson 

Problems  of  Antimicrobial  Therapy  in  Hospital  and  Office 
Practice 

W.  Anderson  Spickard,  Jr.,  Nashville,  Tenn. 

A Review  of  Advances  in  the  Evaluation  and  Management 
of  Hypertension 

Walter  M.  Kirkendall,  Houston,  Tex. 
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SCIENTIFIC  PROGRAM 


Wednesday.  May  2,  1973 
Grand  Ballroom 
Beginning  at  2:00  p.m. 

Frank  W.  Bowen,  Carthage 
Chairman 

W.  Boyce  White,  Laurel 
Secretary 


Dr.  Bowen 


How  Radical  Should  Surgery  Be  for  Early  Carcinoma  of  the 
Breast? 

James  P.  Spell,  Jackson 

The  Electrocardiogram  in  Coronary  Artery  Disease 
H.  Davis  Dear,  Jr.,  Jackson 

Profiles  of  Adolescents  Admitted  to  Mississippi  State  Hos- 
pital in  1972  for  Drug  Problems 
Jerry  M.  Ross,  Whitfield 


SCIENTIFIC  PROGRAM 

Wednesday.  May  2,  1973 
Grand  Ballroom 
Beginning  at  3:30  p.m. 

Shelby  W.  Mitchell,  Jackson 
Chairman 

Steven  L.  Moore,  Jackson 
Secretary 


Dr.  Mitchell 


Partners  in  Progress — The  Private  Practitioner  and  the 
Public  Health  Program 
Paul  B.  Brumby,  Lexington 

Preventive  Medicine — Yesterday,  Today  and  Tomorrow 
Durward  L.  Blakey,  Jackson 
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SCIENTIFIC  PROGRAM 

Thursday,  May  3,  1973 
Grand  Ballroom 
Beginning  at  9:00  a.m. 

L.  Stacy  Davidson,  Jr.,  Cleveland 
Chairman 

James  K.  Williams,  Jr.,  Pascagoula 
Secretary 


Dr.  Davidson 


Optic  Nerve  Disease 

Donald  L.  Hall,  Houston,  Tex. 

Clinical  Management  of  Neck  Masses 
Myron  W.  Lockey,  Jackson 

Vascular  Diseases  of  the  Retina 
Donald  L.  Hall,  Houston,  Tex. 

Acute  Laryngotracheal  Trauma 
Myron  W.  Lockey,  Jackson 


TULANE  MEDICAL  ALUMNI 

Medical  graduates  of  the  Tulane  University  will  be  feted  at  an 
informal  cocktail  party  on  Tuesday  evening.  May  1,  1973,  in 
the  Biloxi  Room  at  6:00  p.m.  Mrs.  Dorothy  Kimbell,  admin- 
istrative assistant,  is  aiding  in  arrangements. 

TENNESSEE  MEDICAL  ALUMNI 

Medical  alumni  of  the  University  of  Tennessee  will  enjoy  cock- 
tails and  dinner  on  Tuesday  evening,  May  1,  in  Gulf  Rooms  C 
and  D at  6:00  p.m.  Dr.  Dennis  Ward  of  Corinth  is  the  president 
of  the  Mississippi  chapter  and  arrangements  are  being  made  by 
Mr.  June  Montgomery,  UT  director  of  alumni  affairs. 

VANDERBILT  MEDICAL  ALUMNI 

Vanderbilt  medical  alumni  will  gather  in  the  Jackson  Room  at 
5:30  p.m.  on  May  1 for  a cocktail  reception.  Mr.  Ron  Munke- 
boe,  Director  of  Medical  Alumni  and  Development,  will  be  host. 
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VISITING  ESSAYISTS 


Denton  A.  Cooley,  M.D.,  Houston,  Tex. 
Surgeon-in-Chief,  Texas  Heart  Institute; 
Consultant  in  Cardiovascular  Surgery,  St. 
Luke’s  Episcopal-Texas  Children’s  Hospital, 
Houston.  Medical  education,  Johns  Hopkins 
University  School  of  Medicine,  1944.  Dip- 
lomate,  American  Board  of  Surgery,  Board 
of  Thoracic  Surgery. 


Dr.  Cooley 


Dr.  Hall 


Donald  L.  Hall,  M.D.,  Houston,  Tex. 
Clinical  instructor  at  the  University  of  Texas 
Medical  School  at  Houston;  private  practice 
of  ophthalmology.  Medical  education,  Uni- 
versity of  Mississippi  School  of  Medicine, 
1965. 


C.  A.  Hoffman,  M.D.,  Huntington,  W.  Va. 
President,  American  Medical  Association. 
Private  practice  of  urology  and  consultant 
in  urology  to  the  Veterans  Administration 
Hospital,  Huntington.  Medical  education, 
University  of  Cincinnati,  1935.  Diplomate, 
American  Board  of  Urology. 


Dr.  Hoffman 


Dr.  Howie 


Virgil  M.  Howie,  M.D.,  Huntsville,  Ala. 
Private  practice  of  pediatrics.  Medical  edu- 
cation, Vanderbilt  University  School  of 
Medicine,  1952.  Diplomate,  American 
Board  of  Pediatrics. 
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Walter  M.  Kirkendall,  M.D.,  Houston, 
Tex.  Professor  and  director,  Program  in  In- 
ternal Medicine,  University  of  Texas  Med- 
ical School  of  Houston  and  director  of  Med- 
ical Service,  Hermann  Hospital.  Medical  edu- 
cation, University  of  Louisville  College  of 
Medicine,  1941.  Diplomate,  American 
Board  of  Internal  Medicine. 


Dr.  Kirkendall 


Dr.  Letton 


A.  Hamblin  Letton,  M.D.,  Atlanta,  Ga. 
Chief  of  Staff  and  Active  Attending  Surgeon, 
Georgia  Baptist  Hospital.  Medical  education, 
Emory  University  School  of  Medicine,  1941. 
Diplomate,  American  Board  of  Surgery. 


Hiram  C.  Polk,  Jr.,  M.D.,  Louisville,  Ky. 
Professor  and  chairman.  Department  of  Sur- 
gery, University  of  Louisville  School  of 
Medicine;  Chief  of  surgery,  Louisville  Gen- 
eral Hospital.  Medical  education,  Harvard 
University,  1960.  Diplomate,  American 
Board  of  Surgery. 


Dr.  Polk 
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John  T.  Queenan,  M.D.,  Louisville,  Ky. 
Chairman  of  Department  of  Obstetrics  and 
Gynecology,  University  of  Louisville  School 
of  Medicine.  Medical  education.  Cornell 
University  Medical  College,  1958.  Diplo- 
mate,  American  Board  of  Obstetrics  and 
Gynecology. 

Dr.  Queenan 


W.  Anderson  Spickard,  Jr.,  M.D.,  Nash- 
ville, Tenn.  Medical  director,  Vanderbilt 
University  Clinic,  and  private  practice  of 
medicine.  Medical  education,  Vanderbilt 
University  School  of  Medicine,  1957.  Diplo- 
mate,  American  Board  of  Internal  Medicine. 


Dr.  Spickard 


Dr.  Thomas 


Herbert  H.  Thomas,  M.D.,  Birmingham, 
Ala.  Assistant  professor  of  gynecology  at 
the  University  of  Alabama  School  of  Medi- 
cine and  private  practice  in  gynecology  and 
infertility.  Medical  education,  Tulane  Uni- 
versity School  of  Medicine,  1938.  Diplo- 
mate,  American  Board  of  Obstetrics  and 
Gynecology. 
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WOMAN'S  AUXILIARY  TO  THE 
MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 

50th  Annual  Session 
The  Sheraton-Biloxi 
April  30-May  1,  1973 


OFFICERS 

Mrs.  Clarence  H.  Webb,  Jr. 

Jackson,  President 

Mrs.  W.  H.  Preston,  Jr. 

Booneville,  President-elect 

Mrs.  Baker  G.  Nagle 
Columbus,  Secretary 

Mrs.  Henry  H.  Webb 
Jackson,  Treasurer  Mrs.  Preston 


ANNUAL  SESSION  CHAIRMEN 


Mrs.  Louis  A.  Farber 
Jackson 

General  Chairman 


Mrs.  T.  A.  Baines 
Jackson 
Hospitality 


Mrs.  Paul  H.  Moore 
Pascagoula 
Registration 


Mrs.  William  E.  Bowlus 
Jackson 
Luncheon 


AUXILIARY 

Monday,  April  30,  1973 

1 :30  p.m.  Finance  Committee  Meeting,  Jackson  Room 
3 : 00  pan.  Registration 

3:30  p.m.  Preconvention  Executive  Board  Meeting,  Jackson  Room 
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Tuesday,  May  1,  1973 


8:30  a.m. 

Continental  Breakfast,  Gulf  Rooms  C and  D 

8:30  a.m. 

Registration 

9:30  a.m. 

General  Session,  Gulf  Rooms  C and  D 

Invocation 

Welcome 

Response 

Introductions 

Greetings 

C.  R.  Jenkins,  M.D.,  Laurel 
President,  MSMA 
Arthur  Derrick,  M.D.,  Durant 
President-elect,  MSMA 
Mrs.  Erie  E.  Wilkinson,  Nashville,  Tenn. 
Director,  Woman’s  Auxiliary  to  AMA 
Southern  Medical  Auxiliary  President 
Memorial  Service 

Mrs.  Jack  A.  Stokes,  Pontotoc 
Minutes 

Roll  Call — Reports 
Business 

President’s  Report 
Nominating  Committee  Report 
Election  of  Officers 
Courtesy  Resolutions 
Adjournment 

1 :00  p.m. 

Luncheon,  Top  of  the  Sheraton 
Invocation 

Introduction  of  Guests 
Guest  Speaker 

Mrs.  Erie  E.  Wilkinson 
Installation  of  Officers 

Mrs.  Erie  E.  Wilkinson 
AMA-ERF  Awards 

3:30  p.m. 

Postconvention  Meeting  for  Directors  and  Unit 
Presidents,  Jackson  Room 

3:30  p.m. 

Special  Film  Presentation,  Gulf  Room  B 

Wednesday,  May  2,  1973 


8:30  a.m. 

Past  President’s  Breakfast,  Jackson  Room 

10:00  a.m. 

Special  Film  Presentation.  Gulf  Room  B 
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SEMINAR  ON  FAMILY  PLANNING 
METHODOLOGY 

The  Sheraton-Biloxi,  Gulf  Room  D 

April  29,  1973,  beginning  at  9:00  a.m. 

FACULTY 

George  R.  Huggins,  M.D.,  assistant  professor,  Department  of 
Obstetrics  and  Gynecology,  The  University  of  Pennsyl- 
vania Medical  School,  Philadelphia,  Penn. 

Calvin  T.  Hull,  M.D.,  assistant  professor,  Department  of  Ob- 
stetrics and  Gynecology,  The  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss. 

Donald  M.  Sherline,  M.D.,  associate  professor  and  director  of 
the  Division  of  Obstetrics,  The  University  of  Mississippi 
School  of  Medicine,  Jackson,  Miss. 

SYNOPSIS  OF  COURSE 

This  one  day  seminar  will  cover  such  topics  as  oral  contracep- 
tives, intrauterine  contraceptive  devices,  techniques  of  abortion 
and  laparoscopy  with  a laparoscopy  laboratory. 

CREDIT 

Six  hours  of  credit  have  been  approved  by  the  American  Acad- 
emy of  Family  Physicians. 


MISSISSIPPI  SOCIETY  OF  ANESTHESIOLOGISTS 

The  Mississippi  Society  of  Anesthesiologists  will  meet  at  the 
Country  Club  of  Jackson  (Jackson,  Miss.)  on  Sunday  evening, 
April  29,  at  6:00  p.m.  Guest  speaker  will  be  Dr.  Jerome  H. 
Modell,  Professor  and  Chairman,  Department  of  Anesthesiology, 
School  of  Medicine,  University  of  Florida  at  Gainesville.  Dr. 
Modell  will  discuss  the  pathophysiology  and  treatment  of 
drowning.  Society  officers  are  Dr.  Thomas  Marland  of  Jack- 
son,  president-elect;  Dr.  Robert  L.  Thompson  of  Pascagoula, 
president;  and  Dr.  Carlos  S.  Patino  of  Jackson,  secretary- 
treasurer. 

MISSISSIPPI  RADIOLOGICAL  SOCIETY 

The  Mississippi  Radiological  Society  will  present  a scientific 
session  on  Sunday,  April  29,  in  the  Boston  Room  of  the  Shera- 
ton-Biloxi. Dr.  William  J.  Bean,  East  Jefferson  Hirsh  Hospital, 
New  Orleans,  will  speak  on  “Non-operative  Removal  of  Residual 
Bilateral  Stones  Through  the  T Tube.”  At  3:00  p.m.  the  society 
will  host  a cocktail  party  in  the  Boston  Room.  Dr.  J.  V.  Fergu- 
son of  Greenwood  is  president;  Dr.  Paul  Moore  of  Pascagoula 
is  president-elect;  and  Dr.  Nancy  Burrow  of  Brandon  is  secretary. 
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MISSISSIPPI  ASSOCIATION  OF  PATHOLOGISTS 

The  Sheraton-Biloxi 
April  29-30,  1973 

William  D.  Atchison,  Gulfport,  President 
Roland  F.  Samson,  Jackson,  Secretary 
Sunday,  April  20,  1973 
2:00  p.m.  Business  Meeting,  Biloxi  Room 
Monday,  April  30,  1973 
9:00  a.m.  Scientific  Session,  Biloxi  Room 
12:00  noon  Adjournment 

MISSISSIPPI  ORTHOPAEDIC  SOCIETY 

The  Mississippi  Orthopaedic  Society  will  hold  a luncheon  and 
program  at  12:00  noon  on  Monday,  April  30,  in  Gulf  Room 
D at  the  Sheraton-Biloxi.  Officers  are  Dr.  Magruder  S.  Corban 
of  Gulfport,  president  and  meeting  chairman;  Dr.  William 
Sanders  of  Columbus,  president-elect;  and  Clyde  Copeland, 
Jr.,  of  Jackson,  secretary-treasurer. 

MISSISSIPPI  UROLOGICAL  SOCIETY 

Members  of  the  Mississippi  Urological  Society  will  meet  Mon- 
day, April  30,  in  the  Boston  Room  of  the  Sheraton-Biloxi  for 
a luncheon  meeting  at  12:00  noon.  Society  officers  are  Dr. 
M.  E.  Hinman  of  Vicksburg,  president  and  meeting  chairman; 
W.  L.  Weems  of  Jackson,  president-elect;  and  W.  H.  Merrell 
of  Jackson,  secretary. 

REFERENCE  COMMITTEE  BREAKFAST 

Members  of  all  reference  committees  of  the  House  of  Dele- 
gates will  meet  for  breakfast  on  Monday  morning,  April  30, 
in  Gulf  Room  D at  7:00  a.m.  Hosts  are  Drs.  John  B.  Howell, 
Jr.,  of  Canton,  speaker,  and  Walter  H.  Simmons  of  Jackson, 
vice  speaker.  At  this  important  meeting,  committee  members 
will  be  instructed  in  their  duties  and  conduct  of  hearings  later 
in  the  day. 

AMERICAN  COLLEGE  OF  SURGEONS, 

MISSISSIPPI  CHAPTER 

The  Sheraton-Biloxi 
Tuesday,  May  1,  1973 

Raymond  S.  Martin,  Jr.,  Jackson,  President 
Richard  H.  Clark,  Jr.,  Hattiesburg,  Secretary 
12:00  noon  Luncheon  Meeting,  Gulf  Rooms  A and  B 
“Current  Concepts  of  Cancer  Control” 

A Hamblin  Letton,  Atlanta,  Ga. 

2:00  p.m.  Scientific  Session,  Gulf  Rooms  C and  D 
“Vascular  Procedures  in  Surgery” 

Denton  A.  Cooley,  Houston,  Tex. 

“Blunt  Trauma  to  the  Abdomen” 

Hiram  C.  Polk,  Jr.,  Louisville,  Ky. 
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3:00  p.m.  Business  Meeting 
Case  Reports 

( 1 ) “Dissection  of  Thoracic  Aorta  with  Associated 

Mesenteric  Hemorrhage  Due  to  Trauma” 

Henry  Tyler,  Jackson 

(2)  “Complete  Transection  of  Common  Bile  Duct  Due 

to  Blunt  Trauma” 

William  H.  Turney,  University  Medical  Cen- 
ter, Jackson 

(3)  “Blunt  Traumatic  Rupture  of  Diaphragm” 

Ray  L.  Wesson,  Biloxi 

(4)  “Isotope  and  Arteriographic  Evaluation  of  Blunt 

Abdominal  Trauma” 

Ottis  G.  Ball  and  Clifton  L.  Hester,  Jackson 
Panel  Discussion: 

Hiram  C.  Polk,  Jr. 

Denton  A.  Cooley 
A.  Hamblin  Letton 
Richard  J.  Field,  Jr. 

Ottis  G.  Ball 

A SHORT  COURSE  IN  PRACTICAL  TONOMETRY 
(GLAUCOMA)  FOR  NON-OPHTHALMOLOGISTS 

The  Mississippi  EENT  Association  and  the  Mississippi  Society 
for  the  Prevention  of  Blindness  will  conduct  a training  course 
in  indications  and  mechanics  of  tonometry  including  demonstra- 
tions and  actual  participation.  The  course  will  be  offered  at 
5:00  p.m.  in  Gulf  Room  A Tuesday,  May  1 and  4:30  p.m.  in 
Gulf  Room  C Wednesday,  May  2. 

FIFTY  YEAR  CLUB 

The  Board  of  Trustees,  sponsors  of  the  association's  Fifty  Year 
Club,  will  honor  the  half-century  plus  members  at  a special 
luncheon  on  Tuesday,  May  1,  in  the  Boston  Room  at  12:00 
noon.  Dr.  J.  T.  Davis  of  Corinth,  chairman  of  the  Board  of 
Trustees,  will  preside.  Mrs.  Barbara  Shelton,  MSMA  member- 
ship director,  is  club  secretary. 

FLYING  PHYSICIANS  ASSOCIATION, 

MISSISSIPPI  CHAPTER 

The  Mississippi  chapter  of  the  Flying  Physicians  Association, 
Inc.,  will  give  a cocktail  party  and  dinner  at  the  Sheraton- 
Biloxi  in  the  Boston  Room  on  Tuesday  evening,  May  1,  be- 
ginning at  7:00  p.m.  A special  feature  will  be  films  shown  by 
a representative  of  Burns  Aircraft  Company.  A business  meet- 
ing will  also  be  held.  All  FPA  members  and  physicians  inter- 
ested in  aviation  are  invited  to  attend.  Dr.  Jack  A.  Stokes  of 
Pontotoc  is  in  charge  of  arrangements. 

MISSISSIPPI  FOUNDATION  FOR  MEDICAL  CARE 

The  Mississippi  Foundation  for  Medical  Care  will  hold  its  an- 
nual meeting  on  Thursday  afternoon,  May  3,  at  the  Sheraton 
Biloxi.  All  participating  and  administrative  members  are  urged 
to  attend. 
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MISSISSIPPI  OB-GYN  SOCIETY 


The  Mississippi  Ob-Gyn  Society  will  conduct  a cocktail  party 
and  luncheon  on  Wednesday,  May  2,  in  Gulf  Room  C begin- 
ning at  11:30  a.m.  Officers  of  the  society  are  Dr.  Walter  L. 
Bourland  of  Tupelo,  president;  Dr.  George  Ball  of  Jackson, 
president-elect  and  Dr.  Calvin  T.  Hull  of  Jackson,  secretary- 
treasurer.  Dr.  Charles  M.  Head  of  Jackson  is  meeting  chairman. 


MSMA  PAST  PRESIDENTS’  BREAKFAST 

Past  presidents  of  the  Mississippi  State  Medical  Association 
will  enjoy  a breakfast  meeting  on  Wednesday  morning.  May  2, 
in  the  Boston  Room  at  7:30  a.m.  Dr.  Arthur  E.  Brown  of 
Columbus  is  host. 


AUXILIARY  PAST  PRESIDENTS’  BREAKFAST 

Past  presidents  of  the  Woman's  Auxiliary  to  the  Mississippi 
State  Medical  Association  will  enjoy  a breakfast  meeting  on 
Wednesday  morning.  May  2,  in  the  Jackson  Room  at  8:30  a.m. 
Mrs.  T.  E.  Ross,  III,  of  Hattiesburg  is  hostess. 


MISSISSIPPI  SOCIETY  OF  INTERNAL  MEDICINE 

A luncheon  meeting  of  the  Mississippi  Society  of  Internal  Medi- 
cine will  be  conducted  on  Wednesday,  May  2,  in  Gulf  Room  B 
at  12:15  p.m.  There  will  be  a brief  business  session.  Officers 
of  the  society  are  Dr.  J.  R.  Shell  of  Vicksburg,  president  and 
meeting  chairman;  Dr.  David  Owen  of  Hattiesburg  is  president- 
elect; and  Dr.  S.  H.  McDonnieal,  Jr.,  of  Jackson  is  secretary. 


MISSISSIPPI  ACADEMY  OF  FAMILY  PHYSICIANS 

The  Mississippi  Academy  of  Family  Physicians  will  sponsor  a 
luncheon  meeting  at  12:00  noon  on  Wednesday,  May  2,  in  the 
Top  of  the  Sheraton.  Dr.  W.  R.  Gillis  of  the  Dalhousie  Univer- 
sity Division  of  Continuing  Medical  Education,  Halifax,  Nova 
Scotia,  will  speak  on  “Development  of  a Family  Practice  De- 
partment.” Officers  of  the  Mississippi  academy  are  Dr.  Eugene 
Webb  of  Itta  Bena,  president;  Dr.  W.  B.  Hunt  of  Grenada, 
president-elect;  Dr.  Thomas  J.  Anderson  of  Laurel,  vice  presi- 
dent; and  Dr.  Herbert  H.  Hicks  of  Natchez,  secretary. 


GOLF  TOURNAMENT 

The  annual  association  golf  tournament  will  be  conducted  at 
the  Sunkist  Country  Club  on  Wednesday,  May  2.  Dr.  Arthur  V. 
Hays  of  Gulfport  is  chairman.  The  entrance  fee  of  $10.00  will 
cover  green  fees  and  should  be  made  payable  to  Pro  Frank 
Stiedle.  More  information  may  be  obtained  from  Dr.  Hays, 
13th  and  31st  Ave.,  Gulfport  39501  or  at  MSMA  registration. 
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ASSOCIATION  PARTY 

Members  of  the  Mississippi  State  Medical  Association,  their 
ladies  and  guests  will  enjoy  a cocktail  party  on  Wednesday 
evening.  May  2,  in  Gulf  Room  B,  C,  and  D at  6:00  p.m.  There 
is  no  dinner  or  program,  just  good  fellowship.  Tickets  will  be 
available  at  general  registration. 

MISSISSIPPI  NEUROSURGICAL  SOCIETY 

The  Mississippi  Neurosurgical  Society  will  hold  a luncheon  pro- 
gram on  Wednesday,  May  2,  at  12:00  noon  in  Gulf  Room  D. 
Officers  of  the  society  are  Drs.  Charles  Neill  of  Jackson,  presi- 
dent; O.  J.  Andy  of  Jackson,  vice  president;  Lucien  Hodges  of 
Jackson,  secretary;  and  Robert  R.  Smith  of  Jackson,  meeting 
chairman. 

MISSISSIPPI  EENT  ASSOCIATION 

The  Mississippi  Eye,  Ear,  Nose  and  Throat  Association  will 
conduct  a luncheon  meeting  on  Thursday,  May  3,  in  Gulf 
Room  B at  12:00  noon.  Officers  of  the  association  are  Drs. 
John  E.  Green  of  Hattiesburg,  president;  Myron  W.  Lockey  of 
Jackson,  president-elect;  and  Ben  McCarty  of  Jackson,  secretary 
and  meeting  chairman. 


LOUISIANA-MISSISSIPPI  OPHTHALMOLOGICAL 
AND  OTOLARYNGOLOGICAL  SOCIETY 

The  Sheraton-Biloxi  Hotel,  Biloxi 
May  3-5,  1973 

Ralph  Sneed,  Jackson,  President 

J.  W.  McLaurin,  Baton  Rouge,  President-elect 

Arthur  V.  Hays,  Gulfport,  Secretary 

Thursday,  May  3,  1973 

9:00  a.m.  Section  on  Eye,  Ear,  Nose,  and  Throat 
Mississippi  State  Medical  Association 
Grand  Ballroom,  Sheraton-Biloxi 

Friday  and  Saturday,  May  4 and  5,  1973 
Ophthalmology 

Eugene  M.  Helveston,  Indianapolis,  Ind. 

David  Paton,  Houston,  Tex. 

Otolaryngology 

Charles  W.  Gross,  Memphis,  Tenn. 

Medney  E.  Tardy,  Jr.,  Elmhurst,  111. 
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Handbook  of  the 
House  of  Delegates 

Mississippi  State  Medical  Association 
105th  Annual  Session,  Biloxi 
April  30-May  3,  1973 


SUPPLEMENTAL  REPORT  A 
OF  THE  SECRETARY-TREASURER 

Vacancies  in  Elected  Offices.  Effective  May  3, 
1973,  there  will  occur  24  vacancies  in  elected  of- 
fices in  the  association  by  reason  of  expiration  of 
prescribed  terms  of  service.  In  accordance  with 
the  By-Laws,  the  Nominating  Committee  will  be 
asked  to  deliberate,  consult  with  colleagues,  and 
make  nominations  to  the  House  of  Delegates  for 
consideration  and  voting  to  elect  successors  or  to 
re-elect  incumbents. 

Eligibility.  To  be  nominated  for  office  in  the 
association,  a nominee  must  have  been  a member 
for  two  years,  be  in  present  good  standing  as  a 
member,  and  must  have  attended  two  of  the  past 
three  annual  sessions.  The  present  annual  ses- 
sion may  be  counted  as  one  of  these  two.  A mem- 
ber may  not  serve  more  than  three  consecutive 
terms  as  a member  of  the  Board  of  Trustees. 

Vacancies  for  Nomination.  Following  is  the 
listing  of  vacancies  which  will  occur  during  the 
105th  Annual  Session  as  well  as  requirements  for 
nominations  and  identity  of  incumbents: 

President-elect 

Nominate  three,  no  two  of  whom  may  be  from 
the  same  county,  elect  one. 

Secretary-Treasurer 

Term  1973-76.  Nominate  three,  elect  one.  In- 
cumbent: Raymond  S.  Martin,  Jr.,  Jackson. 

Vice  Presidents 

Nominate  three  for  the  Northern  Area,  three 
for  the  Mid-State  Area,  and  three  for  the  South- 
ern Area.  Elect  one  for  each  area. 

Delegate  to  AM  A 

Term  Jan.  1,  1974-Dec.  31,  1975.  Nominate 
two,  elect  one.  Incumbent:  G.  Swink  Hicks, 
Natchez. 


HANDBOOK  INFORMATION 

The  Speaker  and  Vice  Speaker  of  the 
House  of  Delegates  herewith  present  for  the 
information  of  all  members  those  reports 
and  resolutions  as  have  been  received  for 
publication  in  advance  of  the  105th  Annual 
Session.  It  is  the  intent  of  this  advance  pub- 
lication to  inform  the  membership  and  to 
afford  all  concerned  the  opportunity  to  con- 
fer with  delegates  over  any  aspect  of  the  re- 
ports and  resolutions. 

No  report  or  resolution  herein  becomes 
official  or  a statement  of  policy  until  formal- 
ly presented  to  the  House  of  Delegates  and 
acted  upon  at  the  annual  session. 

John  B.  Howell,  Jr. 

Speaker 
Walter  H.  Simmons 
Vice  Speaker 


Alternate  Delegate  to  AM  A 

Term  Jan.  1,  1974-Dec.  31,  1975.  Nominate 
two,  elect  one.  Incumbent:  Stanley  A.  Hill,  Cor- 
inth. 

Associate  Editor 

Term  1973-75.  Nominate  two,  elect  one.  In- 
cumbent: Thomas  W.  Wesson,  Tupelo. 

Board  of  Trustees,  Districts  1 , 2,  and  3 

Terms  1973-76.  Nominate  two  for  each  dis- 
trict, elect  one  for  each  district.  Incumbents: 
Lyne  S.  Gamble,  Greenville,  District  1;  James  O. 
Gilmore,  Oxford,  District  2;  and  J.  T.  Davis,  Cor- 
inth. District  3,  who  is  not  eligible  for  re-election. 

Council  on  Budget  and  Finance 

Terms  1973-76.  Nominate  two  for  each  post, 
elect  one  for  each  post,  two  vacancies.  Incum- 
bents: Daniel  L.  Hollis,  Biloxi;  and  Walter  H. 
Rose,  Indianola. 
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Council  on  Constitution  and  By-Laws 

Term  1973-76.  Nominate  two,  elect  one.  In- 
cumbent: Arthur  E.  Brown,  Columbus. 

Judicial  Council,  Districts  7,  8,  and  9 

Terms  1973-76.  Nominate  two  for  each  dis- 
trict, elect  one  for  each  district.  Incumbents:  Wil- 
liam E.  Weems,  Laurel,  District  7;  Wendall  B. 
Holmes,  McComb,  District  8;  and  James  T. 
Thompson,  Moss  Point,  District  9. 

Council  on  Legislation,  Districts  4,  5,  and  6 

Terms  1973-76.  Nominate  two  for  each  dis- 
trict, elect  one  for  each  district.  Incumbents:  Ar- 
thur A.  Derrick,  Jr.,  Durant,  District  4;  John  G. 
Caden,  Jr.,  Jackson,  District  5;  and  Frank  H. 
Tucker,  Meridian,  District  6. 

Council  on  Medical  Education 

Term  1973-76.  Nominate  two,  elect  one.  In- 
cumbent: Charles  N.  Floyd,  Gulfport. 

Council  on  Medical  Service,  Districts  7,  8,  and  9 
Terms  1973-76.  Nominate  two  for  each  dis- 
trict, elect  one  for  each  district.  Incumbents: 
Charles  R.  Jenkins,  Laurel,  District  7;  Jack  A. 
Atkinson,  Brookhaven,  District  8;  and  Bedford 
F.  Floyd,  Jr.,  Gulfport,  District  9. 

Mississippi  State  Board  of  Health 

Terms  January  1,  1974-December  31,  1979. 
Public  Health  District  1.  Counties  of  Alcorn, 
Prentiss,  Tishomingo,  Lee,  Itawamba,  Monroe, 
Lowndes,  Oktibbeha,  and  Noxubee.  Nominate 
six,  select  three  for  submission  to  Governor.  In- 
cumbent: Dewitt  Hamrick,  Corinth. 

Public  Health  District  3.  Counties  of  Tunica, 
Coahoma,  Quitman,  Bolivar,  Sunflower,  Issaque- 
na, Leflore,  Humphreys,  Holmes,  Washington 
and  Sharkey.  Nominate  six,  select  three  for  sub- 
mission to  Governor.  Incumbent:  John  G.  Egger, 
Drew. 

REPORT  OF  THE  DELEGATES  TO  AMA 

Your  delegates  to  the  American  Medical  As- 
sociation, in  conformity  with  custom  and  past 
practices,  have  limited  their  joint  report  to  this 
House  of  Delegates  to  key  policy  actions  at  the 
annual  and  clinical  conventions.  Because  of  the 
comprehensive  reporting  in  the  American  Med- 
ical News  and  Journal  AMA  of  scientific  and  sub- 
sidiary activities,  further  reporting  of  these  as- 
pects of  the  AMA  conventions  would  constitute 
needless  duplication  and  repetition. 

Dr.  C.  D.  Taylor,  Jr.,  of  Pass  Christian  com- 
pleted the  second  year  of  his  first  full  term,  Dec. 
31,  1972.  Dr.  G.  Swink  Hicks  of  Natchez  com- 
pleted the  first  year  of  his  second  full  term  Dec. 


31,  1972.  Dr.  Joseph  B.  Rogers  of  Oxford  (elect- 
ed in  May  1972)  entered  his  first  term  as  AMA 
Delegate  on  Jan.  1,  1973.  Dr.  Stanley  A.  Hill  of 
Corinth  completed  the  first  year  of  his  term  as 
Alternate  Delegate.  Dr.  Arthur  E.  Brown  of  Co- 
lumbus (elected  in  May  1972)  entered  his  first 
term  as  Alternate  Delegate  on  Jan.  1,  1973. 

This  reporting  covers  the  121st  Annual  Con- 
vention at  San  Francisco,  June  18-22,  1972,  and 
the  26th  Clinical  Convention  at  Cincinnati,  Nov. 
26-29,  1972.  Your  delegation  is  indebted  to  our 
president  and  other  officers  and  members  who 
participated  in  these  conventions  and  worked  with 
us. 

San  Francisco  Annual  Convention.  The  AMA 
House  of  Delegates  met  for  a total  of  17  hours 
and  20  minutes  and  acted  on  59  reports  and  130 
resolutions  during  the  121st  Annual  Convention, 
June  18-22,  1972.  Additional  time  was  spent  in 
reference  committee  discussion.  Delegates  named 
Dr.  Russell  B.  Roth  of  Erie,  Pa.,  President-elect. 
Other  officers  were  named  in  the  AMA  News. 

Dr.  Carl  A.  Hoffman  of  Huntington,  W.  Va.  in 
his  inaugural  address  used  as  a theme,  “A  House 
of  Medicine  United — or  a House  Divided?”  He 
spoke  out  strongly  against  unionism  in  our  pro- 
fession. He  thought  the  power  of  the  union  was 
the  strike,  and  a strike,  even  the  threat  of  a strike, 
is  a threat  to  withhold  services.  It  is,  therefore, 
a violation  of  medical  ethics.  He  pointed  out  that 
millions  of  Americans  still  enjoy  a close  personal 
relationship  with  their  physicians. 

Dr.  Wesley  W.  Hall  of  Reno,  Nev.,  retiring 
president  of  the  AMA,  paraphrased  President 
J.  F.  Kennedy’s  “Ask  not  what  your  profession 
can  do  for  you,  but  what  you  can  do  for  your 
profession.”  Dr.  Hall  said  he  “attempted  to  visit 
with  every  doctor  possible  at  every  medical  meet- 
ing he  attended.”  He  recommended  six  consider- 
ations to  the  House: 

(1)  Study  of  physician  manpower  supply  and 
medical  schools  to  determine  precisely  how  many 
doctors  the  country  needs  and  how  they  should 
be  distributed. 

(2)  Better  liaison  with  medical  schools. 

(3)  A national  speakers  bureau  of  the  AMA. 

(4)  Improvement  of  liaison  with  constituent 
and  component  societies. 

(5)  A management  survey  of  AMA. 

(6)  A three-times  yearly  report  from  AMA 
to  delegates  and  state  society  officials  showing 
current  AMA  membership,  state  by  state. 

The  House  received  and  adopted  results  of  the 
first  membership  opinion  poll  on  critical  issues  af- 
fecting the  practice  of  medicine.  Of  the  respon- 
dents, 73.1  per  cent  recommended  that  AMA 
continue  to  seek  to  retain  the  basic  principles  of 
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private  practice  in  any  government  enacted  health 
program.  Fifty-five  per  cent  preferred  the  AMA 
plan  of  national  health  insurance  over  all  others. 
The  poll  was  critical  of  AMA  on  some  issues  and 
services  and  also  was  in  accordance  with  many 
of  the  ideas  as  put  forth  by  AMA. 

The  House  approved  a policy  opposing  em- 
ployment of  physicians’  assistants  in  and  by  hos- 
pitals. The  physician  must  direct  the  assistant. 
Guidelines  for  compensating  physicians  for  ser- 
vices of  physicians’  assistants  urged  legislation  to 
empower  State  Boards  of  Medical  Examiners  to 
approve  a physician’s  employment  of  an  assistant 
and  to  approve  proposed  functions  of  the  assist- 
ant as  described  by  his  employer.  The  use  of  the 
term,  physician’s  assistant,  refers  solely  to  the 
new  occupations  being  developed  to  assist  the 
physician  in  delivery  of  personal  care  services. 

The  delegates  voted  to  support  efforts  to  in- 
crease the  number  and  improve  the  utilization  of 
medical,  nursing  and  allied  health  personnel  until 
1975,  and  then  to  re-evaluate  needs.  They  strong- 
ly supported  and  reaffirmed  the  expanded  role  for 
the  nurse  in  providing  patient  care  and  related  her 
to  physicians’  assistants  so  that  complementation 
and  not  duplication  will  be  the  end  result. 

Representatives  of  the  AMA,  Association  of 
American  Medical  Colleges,  Council  of  Medical 
Specialty  Societies,  American  Hospital  Associa- 
tion, the  public,  and  the  federal  government  will 
participate  in  a liaison  committee  on  graduate 
medical  education  and  a Coordinating  Council 
on  Medical  Education.  Interns,  residents,  and  even 
medical  students,  will  shortly  be  brought  into 
these  bodies. 

“The  AMA  does  not  condone  the  production, 
sale  or  use  of  marihuana.  It  does,  however,  rec- 
ommend that  the  personal  possession  of  insignifi- 
cant amounts  be  considered  at  most  a misde- 
meanor with  conservative  penalties  applied.”  The 
House  also  recommends  its  (marihuana)  prohibi- 
tion for  public  use. 

Doctors’  fees  can  hardly  be  set  by  third  parties, 
and  only  duly  constituted  members  of  organized 
medicine  shall  determine  “usual,  customary,  and 
reasonable  fees.”  Most  of  the  discussion  was  di- 
rected at  Aetna  Life  and  Casualty  Insurance  Co. 

Other  actions  included  receipt  of  a report  from 
the  Executive  Vice-President,  Dr.  Ernest  B.  How- 
ard, which  delineated  the  many  services  rendered 
by  the  AMA  central  office  and  staff.  It  was  en- 
lightening. 

Medical  students  can  be  taken  into  direct  mem- 
bership under  a new  procedure.  The  Atlantic  City 
date  in  1975  was  reaffirmed  and  in  1976  the  con- 
vention will  go  to  Dallas. 


Fireman’s  Fund  has  a new  accepted  contract 
for  group  disability  insurance. 

Discussion  of  terms  of  offices,  selection  of  dele- 
gates, numerical  representation  and  geographic 
representation  of  the  Board  of  Trustees  was  held. 
The  Council  on  Long  Range  Planning  will  ex- 
plore these  matters  and  delegates  will  vote  in  No- 
vember 1972  on  Board  of  Trustees  terms. 

Dr.  Paul  Dudley  White  of  Boston  received  the 
fifth  annual  Sheen  Award  (including  a check  for 
$10,000.00)  for  outstanding  contributions  to 
medicine. 

(This  report  was  prepared  by  C.  D.  Taylor,  Jr., 
M.D.,  of  Pass  Christian,  Delegate  to  AMA.) 

Cincinnati  Clinical  Convention.  The  AMA 
House  of  Delegates  met  for  a total  of  8 hours 
and  55  minutes  and  acted  on  59  reports  and  65 
resolutions  during  the  26th  clinical  convention, 
Nov.  26-29,  1972^ 

The  major  issue  was  the  recently  passed  legis- 
lation, H.R.l,  which  authorized  professional 
standards  review  organizations.  The  House  voted 
for  the  AMA  to  “provide  a dominant  role  of 
leadership  in  the  implementation  of  the  PSRO 
program  to  assure  that  the  best  interests  of  the 
public  and  the  profession  are  preserved.”  An  Ad- 
visory Committee  on  Professional  Standards  Re- 
view will  be  created  by  the  Board  of  Trustees  to 
help  provide  input  from  the  medical  profession  in 
development  of  PSRO  regulations;  to  help  con- 
stituent societies  set  up  PSROs;  and  to  aid  in  de- 
fining appropriate  geographic  boundaries. 

In  his  presidential  address,  Dr.  Carl  A.  Hoff- 
man of  Huntington,  W.  Va.,  emphasized  the 
problems  of  inadequate  catastrophic  illness  insur- 
ance coverage  and  maldistribution  of  physicians 
and  reported  on  his  recent  trip  to  England,  Swe- 
den, West  Germany  and  the  Soviet  Union.  He 
was  impressed  that  health  care  problems,  espe- 
cially maldistribution  which  limits  access  to  med- 
ical care  for  some  citizens,  were  similar  to  those 
in  the  U.  S.  despite  vastly  different  economic, 
political  and  cultural  conditions. 

Recent  budget  restraints  recommended  by  the 
Board  of  Trustees  were  approved  by  the  House, 
including  termination  of  four  councils  and  six 
committees.  Further  economizing  resulted  in  mak- 
ing specialty  journals  available  on  subscription 
only,  beginning  Jan.  9.  The  JAMA  and  Prism, 
the  AMA’s  new  socioeconomic  publication,  will 
be  sent  as  membership  benefits. 

Delegates  voted  to  limit  terms  of  trustees  to 
two  3-year  terms.  The  matter  was  referred  to  the 
Council  on  Constitution  and  Bylaws  for  further 
study  and  recommendations. 

( Turn  to  page  180) 
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The  President  Speaking 

‘The  Ladies,  God  Bless  Them’ 


CHARLES  R.  JENKINS,  M.D. 

Laurel,  Mississippi 

One  of  the  most  enjoyable  associations  of  a president  of  the 
MSMA  is  his  relationship  with  the  Woman’s  Auxiliary.  Every- 
where 1 go  I am  amazed  by  their  enthusiasm,  knowledge  of  med- 
ical socioeconomics,  and  their  desire  at  all  times  to  assist  their 
husbands  in  their  medical  and  civic  endeavors. 

It  was  my  pleasure  this  past  winter  to  write  an  article  for 
Distaff  in  which  I mentioned  possible  channels  for  their  energy. 
On  January  23  I was  asked  to  speak  at  their  winter  board  meeting 
in  Jackson  and  at  that  time  requested  them  to  write  me  about  the 
various  projects  on  which  they  were  working.  The  response  has 
been  most  gratifying  and  for  the  information  of  the  MSMA  mem- 
bership at  large  I will  attempt  to  record  some. 

Auxiliary  members  in  one  city  toured  the  preventorium  and 
are  giving  assistance  to  the  program.  Members  in  other  cities  give 
of  their  time  to  nursing  homes,  hospitals,  and  day  care  centers. 
Others  work  with  retarded  children,  both  in  mental  health  centers 
and  day  care  schools.  A few  devote  time  to  health  education, 
blood  donor  programs  occupy  some,  while  others  work  with 
nutritional  health  programs.  All  auxiliaries  contribute  to  AMA- 
ERF  and  many  have  scholarship  and  loan  programs.  Everywhere 
they  are  interested  in  ecology  and  evidence  their  concern  both 
locally  and  on  a state  and  national  scale.  Many  state  and  national 
officials  are  the  recipients  of  letters  from  auxiliary  members  prod- 
ding these  officials  to  take  action  where  environmental  changes  are 
needed. 

The  largest  single  program  the  state  auxiliary  is  working  on  is 
the  Pierre  the  Pelican  project.  This  is  a series  of  pamphlets  written 
to  help  parents  raise  physically  and  mentally  healthy  children.  This 
series  is  sent  to  a family  when  their  first  child  is  born  and  con- 
tinues until  the  child  is  six  years  of  age.  The  Mississippi  State 
Board  of  Health  will  handle  the  mechanics  of  printing  and  send- 
ing Pierre,  but  does  not  have  the  funds  for  the  project.  Each 
auxiliary  in  the  state  has  been  asked  to  raise  funds  for  Pierre  and 
these  fund  raising  campaigns  are  both  diverse  and  original. 

Mrs.  Binny  Webb  of  Jackson,  the  capable  and  energetic  state 
auxiliary  president,  assures  me  that  this  campaign  will  be  success- 
ful. 

All  physicians  should  swell  with  pride  at  the  accomplishments 
of  their  talented  and  gifted  wives.  One  lovely  lady  from  north 
Mississippi  wrote  me  of  her  efforts  in  the  auxiliary.  One  of  her 
statements  made  such  a profound  impression  it  deserves  repeating: 

“I  feel  that  living  life  as  a physician’s  wife  is  the  most  wonder- 
ful thing  in  the  world.  My  most  meaningful  contribution  is  being  a 
doctor’s  wife  first,  aiding  him  personally  and  professionally  in  all 
ways  of  which  I am  capable,  and  then  to  take  on  other  respon- 
sibilities as  my  time  and  talents  will  permit.”  ★★★ 
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A storm  of  protest  and  dissatisfaction  on  the 
part  of  the  members  of  the  Mississippi  State  Med- 
ical Association  concerning  encroachment  upon 
the  traditional  physician/patient  relationship  by 
third  party  payors,  who  had  entered  the  health 
care  picture  in  recent  years,  prompted  action  by 
the  House  of  Delegates  at  the  103rd  Annual  Ses- 
sion of  the  Mississippi  State  Medical  Association 
in  May  1971.  The  House  of  Delegates  directed 
and  empowered  the  Board  of  Trustees  to  organize 
the  Mississippi  Foundation  for  Medical  Care  to 
promote  a better  understanding  and  a working  re- 
lationship between  all  third  party  payors  and  phy- 
sicians, and  their  patients.  Much  effort,  time,  and 
thought  have  been  given  by  the  Board  of  Trustees 
and  the  Executive  Staff  in  investigating,  planning, 
and  putting  together  an  organization  which  would 
encompass  the  intent  of  the  House  of  Delegates. 

The  charter  for  the  foundation  was  granted  on 
July  6,  1971,  and  the  first  organizational  meet- 
ing was  held  on  August  25,  1971,  in  Jackson, 
Mississippi.  The  next  12  months  were  consumed 
in  formulating  and  adopting  a specific  concept  of 
operation.  Many  of  the  foundations  operating  in 
the  United  States  were  personally  visited  and  in- 
vestigated, and  many  others  furnished  data  and 
information  for  the  benefit  of  the  Board  of  Trust- 
ees. Action  in  the  latter  part  of  1972  was  direct- 
ed toward  informing  physicians  of  the  progress 
of  the  foundation  and  encouraging  membership. 
It  was  the  unanimous  opinion  of  the  Board  of 
Trustees  that  at  least  70  per  cent  of  the  private 
practicing  physicians  of  the  Mississippi  State 
Medical  Association  should  be  members  of  the 


foundation  before  completing  the  organization 
and  adopting  governing  policies  for  the  founda- 
tion and  before  proceeding  with  plans  and  details 
in  developing  a statewide  usual,  customary,  and 
reasonable  fee  schedule.  It  was  felt  that  discus- 
sions with  third  party  payors  should  reflect  the 
opinions  of  the  vast  majority  of  physicians.  In  late 
December  of  1972  the  foundation  reached  its 
membership  goal  of  70  per  cent  of  the  private 
practicing  physicians  of  the  state  medical  asso- 
ciation. Immediately  the  tempo  of  progress  began 
to  increase — a committee  for  the  development  of 
statewide  usual,  customary,  and  reasonable,  fee 
schedules  was  appointed;  the  committee  held  its 
first  organizational  meeting  on  January  25,  1973, 
and  immediately  went  into  action  in  an  effort  to 
set  up  an  operating  protocol.  Only  members  of 
the  foundation  will  be  requested  to  furnish  their 
fee  schedules.  The  Fee  Development  Committee 
will  request  the  assistance  of  the  specialty  socie- 
ties on  an  advisory  basis. 

The  Executive  Committee  of  the  MFMC  was 
authorized  by  the  Board  of  Directors  to  meet  with 
a duly  appointed  committee  from  the  Blue  Plan 
of  Mississippi.  Two  preliminary  planning  confer- 
ences have  already  been  held  with  Mr.  George 
Butler,  president  of  Blue  Cross-Blue  Shield,  re- 
sulting in  favorable  progress. 

The  following  basic  principles  of  the  MFMC 
were  used  as  a basis  for  discussion: 

(1)  The  consumer  should  have  the  right  to 
choose  his  insurance  carrier  on  a competitive  ba- 
sis and  the  type  of  coverage  he  feels  best  suited 
to  his  needs.  He  should  have  free  choice  of  phy- 
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sician.  hospital,  or  institution  for  medical  care. 

(2)  Every  physician  should  have  the  right  to 
serve  whatever  system  of  health  care  he  chooses 
— capitation,  salary,  fee  for  service,  etc.  He 
should  be  free  to  contract  direct  with  patients  for 
charges  for  medical  care  as  long  as  they  are  prop- 
er and  in  the  bounds  of  reasonableness.  A private 
contract  between  doctor  and  patient  that  has  been 
confirmed  prior  to  service  and  accepted  by  the  pa- 
tient based  upon  an  informed  consent  is  a private 
contract  that  cannot  be  changed  by  any  means. 

(3)  The  foundation  promotes  peer  review  en- 
tirely under  the  control  of  the  medical  profession. 

(4)  The  foundation  serves  as  an  advocate  of 
quality  care  at  a reasonable  cost  to  the  patient  as 
determined  by  the  usual,  customary,  and  reason- 
able fee  schedule  of  the  foundation. 

(5)  The  foundation  is  a “middle  of  the  road 
organization.”  It  strives  to  serve  as  a constructive 
intermediary  between  patient,  physician,  and  third 
party  payor. 

(6)  The  foundation  provides  professional  ex- 
pertise in  monitoring  quality  medical  care  for  the 
patient  at  usual,  customary  and  reasonable  fees, 
thus  providing  a firm  and  stable  basis  upon  which 
the  third  party  can  compute  premiums  for  its  pol- 
icy holders. 

J.  T.  Davis,  M.D. 

Chairman,  MSMA  Board  of  Trustees 

Corinth,  Miss. 

Arterial  Blood  Gases 

The  article  by  Morgan  and  Williams  in  this  is- 
sue stresses  the  importance  and  need  of  pH  and 
arterial  blood  gas  determinations  for  diagnosis 
and  management  of  patients  with  a wide  range 
of  illnesses.  The  authors  particularly  emphasize 
the  practicality  of  having  these  tests  available  on 
a 24-hour  basis  in  small  as  well  as  large  hospitals. 

pH  and  blood  gas  determinations  were  primari- 
ly research  tools  until  the  Clark  and  Severinghaus 
electrodes  for  measuring  partial  pressure  of  oxy- 
gen and  carbon  dioxide  respectively  were  devel- 
oped in  recent  years.  Even  then,  use  was  primari- 
ly limited  to  institutions  with  house  staff  present 
to  perform  the  frequent  arterial  punctures  because 
venous  blood  determinations  are  of  no  value.  To 
overcome  this  problem,  some  hospitals  in  the 
state  have  trained  selected  technicians  or  inhala- 
tion therapists  to  perform  arterial  punctures,  thus 
providing  the  busy  physician  with  the  information 
without  requiring  his  presence.  Using  well  trained 


and  motivated  technicians,  complications  are  very 
unusual  if  the  brachial  (preferably)  or  radial  ar- 
teries are  utilized.  Femoral  punctures  carry  an  in- 
creased risk  and  probably  should  be  done  by  phy- 
sicians, or  rarely  by  an  unusually  competent  tech- 
nician when  a physician  is  not  available. 

One  hospital  in  the  state  has  utilized  techni- 
cians for  arterial  punctures  for  the  past  seven 
years  with  no  serious  complications,  despite  aver- 
aging 4,000  punctures  annually.  Other  hospitals 
have  had  similar  experiences.  The  technician 
should  take  special  precautions  in  patients  receiv- 
ing heparin  or  coumadin  derivatives. 

The  authors  appropriately  stress  the  pitfalls 
both  in  instrumentation  and  personnel  compe- 
tency. Equipment  dependability  and  personnel  re- 
liability are  definitely  enhanced  by  having  as  few 
technicians  as  possible  responsible  for  these  pro- 
cedures. Disposable  plastic  syringes  may  be  em- 
ployed instead  of  glass  syringes,  but  usually  re- 
quire suction  to  fill  the  syringe.  The  determina- 
tion should  be  made  immediately  after  the  blood 
is  withdrawn,  especially  if  the  patient  is  receiv- 
ing supplemental  oxygen.  The  blood  can  be 
drawn  and  duplicate  studies  performed  in  less 
than  15  minutes.  Even  though  frequent  testing 
may  be  required,  an  indwelling  arterial  catheter 
is  rarely  indicated.  The  blood  gas  report  form 
should  indicate  whether  the  patient  is  breathing 
room  air,  oxygen  (if  so,  per  cent  oxygen  and  liters 
per  minute  flow),  date,  and  time  the  blood  was 
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obtained.  This  is  particularly  important  in  pa- 
tients on,  or  considered  for,  controlled  ventila- 
tion. 

As  pH  and  partial  pressure  of  arterial  oxygen 
are  both  determined,  one  can  use  a nomogram  to 
measure  arterial  saturation.  Similarly,  knowing 
pH  and  the  partial  pressure  of  carbon  dioxide,  the 
bicarbonate  of  arterial  blood  can  be  calculated 
from  a simple  slide  rule. 

This  timely  article  should  encourage  hospitals 
without  these  facilities  to  make  them  available  to 
their  respective  staffs.  Resources  are  available 
within  the  state  for  training  technicians  at  no  cost 
both  in  instrumentation  and  arterial  puncture. 

Guy  D.  Campbell,  M.D. 

Jackson,  Miss. 

Venereal  Disease 
Increases  in  State 

An  8.6  per  cent  increase  in  infectious  syphilis 
and  a 25.9  per  cent  increase  in  gonorrhea  since 
calendar  year  1971  are  figures  that  Mississippians 
are  presently  faced  with. 

According  to  Eric  Henderson,  supervisor  of  the 
Epidemiology  Unit,  State  Board  of  Health,  Mis- 
sissippi far  exceeds  the  national  average  in  both 
infectious  syphilis  cases  and  cases  of  gonorrhea. 
These  figures  are  based  at  a rate  per  100,000 
population.  Nationally,  an  1 1.7  case  rate  has  been 
cited  as  opposed  to  a 20.4  syphilis  rate  per 
100,000  in  Mississippi.  The  national  figures  on 
gonorrhea  for  fiscal  year  1972  came  to  349.5  and 
Mississippi  had  a 455.2  case  rate  per  100,000. 

What  is  being  done  to  lower  these  astounding 
statistics?  Officials  at  the  Board  of  Health,  and 
on  the  county  levels,  seem  to  feel  that  in  spite  of 
these  “facts,”  there  is  still  a note  of  optimism. 

Dave  Parish,  state  coordinator  of  the  Gonor- 
rhea Screening  Program,  says  that  the  primary 
reason  for  optimism  is  the  fact  that  “more  people 
are  now  seeking  and  getting  treatment  for  both 
syphilis  and  gonorrhea.” 

The  Gonorrhea  Screening  Program  is  one  of 
the  major  instruments  now  being  utilized  to  bet- 
ter control  the  V.D.  situation.  Started  in  mid- 
June,  1972,  this  project  was  funded  by  a federal 
grant  in  cooperation  with  existing  state  V.D.  pro- 
grams. “Naturally,”  said  Parish,  “our  long  term 
goal  is  to  significantly  reduce  the  gonorrhea  rate, 
but  we  do  have  some  immediate  goals.  These  in- 
clude screening  a large  number  of  asymptomatic 
females  (10  per  cent  of  child-bearing  age  and  20 
per  cent  of  high  risk  females)  and  bringing  to 
treatment  those  screened  positive.”  To  date,  3,226 


patients  have  screened  positive;  2,753  have  re- 
ceived treatment;  408  are  under  investigation;  and 
65  have  moved  or  are  unbeatable. 

This  program  is  obviously  active  throughout 
the  state  with  28  V.D.  investigators  “working  in 
the  field  to  locate,  confer  with,  advise  and  bring 
to  treatment  those  who  are  in  need  of  help,”  Par- 
ish added. 

“One  particularly  significant  aspect  in  the  area 
of  V.D.  control  today,”  notes  Glenn  Collins,  state 
supervisor  of  the  Gonorrhea  Screening  Program, 
“is  the  awareness  that  patients  may  seek  and  ob- 
tain treatment  from  health  departments  or  private 
physicians  in  a completely  confidential  manner. 
This  is  especially  important  to  teenagers.” 

Health  officials  seem  most  concerned  over  the 
large  number  of  misconceptions  about  the  venere- 
al disease  problem.  Probably  the  most  widely 
spread  misinformation  pertains  to  the  belief  that 
one  may  contract  the  diseases  from  toilet  seats. 
“No,”  says  Dr.  Durward  Blakey  of  the  Board  of 
Health's  Preventable  Disease  Control  Division. 
“This  is  completely  unfounded,  yet  a large  seg- 
ment of  the  population  adheres  to  this  belief.” 
Educating  people  by  giving  them  proper  medical 
information  is  a big  part  of  the  cooperative  work 
being  done  between  the  State  Board  of  Health 
and  various  civic  organizations. 

For  instance,  Jaycee  chapters  across  the  state 
have  taken  on  “V.D.  Education”  as  one  of  their 
special  annual  projects.  They  are  going  into 
schools  showing  films,  presenting  talks  and  hold- 
ing discussions  in  a combined  effort  with  each 
county  health  department.  Also,  PTA  groups  and 
the  Mississippi  Pharmaceutical  Association  have 
been  behind  health  officials  concerning  this  state- 
wide problem. 

County  health  centers  throughout  the  state 
have  access  to  personnel  and  other  capabilities 
needed  to  aid  the  V.D.  patient.  Although  every 
one  of  them  may  not  have  a regular  specialized 
staff,  resources  may  be  reached  through  that 
health  department. 

Dr.  Eric  McVey,  Health  Officer  for  Hinds  and 
Rankin  counties,  sees  the  largest  volume  of  V.D. 
patients  with  Hinds  County  leading  the  state  in 
venereal  disease  occurrence.  “This  is  to  be  expect- 
ed,” said  Dr.  McVey.  “In  the  larger,  more  con- 
centrated areas,  the  V.D.  incidence  rate  is  always 
higher.”  In  1972,  Hinds  County  reported  236 
cases  of  early  syphilis  and  2,855  cases  of  gonor- 
rhea. Receiving  treatment  in  Hinds  County  alone 
in  1972  were  38.2  per  cent  of  all  early  syphilis 
patients.  Says  Dr.  McVey,  “These  rates  would  be 
higher  if  we  had  more  treatment  capacity  avail- 
able.” 
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How  complicated  is  V.D.  to  treat?  “Actually,” 
said  health  officials,  “it's  very  simple  in  most 
cases.  One  visit  to  the  health  department  or  pri- 
vate physician  should  be  sufficient,  although 
checkups  are  certainly  advisable.” 

Mississippi's  Gonorrhea  Screening  Program  has 
already  established  a name  for  itself  in  that  it  was 
the  first  in  the  nation  to  get  the  program  “off  and 
running  smoothly,”  and  it  has  the  figures  to  back 
this  up. 

“In  1971,”  said  Collins,  “3.5  males  per  female 
were  being  treated;  in  1972,  2 males  for  every  fe- 
male were  treated;  and  since  this  program  has 
been  underway,  1 .4  males  per  female  have  been 
treated.  This  is  what  we’re  trying  to  do — locate 
and  bring  to  treatment  more  asymptomatic  fe- 
males.” Collins  noted  that  in  the  past  females 
have  been  desperately  overlooked,  “and  until  both 
men  and  women  are  given  proper  care,  we  can’t 
expect  a brighter  overall  picture.” 

Summing  up  the  State  Board  of  Health’s  role 
in  the  area  of  V.D.  control  could  probably  be 
best  said  in  words  like  prevention,  education  and 
treatment. 

“As  with  all  health  problems,”  reiterated  State 
Health  Officer,  Dr.  Hugh  B.  Cottrell,  “we  empha- 
size prevention.  Hopefully,  as  the  state  becomes 
more  educated  to  the  V.D.  problem,  prevention, 
rather  than  massive  treatment,  will  become  more 
significant.” 

State  Board  of  Health 
Jackson,  Miss. 

^2215291 

April  19,  1973 

Diabetes  and  Diabetic  Retinopathy  Seminar 
University  Medical  Center,  Jackson 
April  19,  1973,  beginning  at  8:30  a.m. 

Sponsored  by  The  University  of  Mississippi 
School  of  Medicine,  Mississippi  Diabetes  Asso- 
ciation, Mississippi  Regional  Medical  Pro- 
gram, Upjohn  Pharmaceutical  Company,  Al- 
con  Laboratories 

Participants: 

Phillip  Gordon,  M.D.,  senior  investigator,  Clin- 
ical Endocrinology  Branch,  National  Institute 
of  Arthritis,  Metabolism  and  Digestive  Dis- 
eases, National  Institutes  of  Health,  Bethesda, 
Maryland 

James  D.  Hardy,  M.D.,  professor  of  surgery  and 


chairman  of  the  department.  The  University 
of  Mississippi  School  of  Medicine 

Hunter  Little,  M.D.,  ophthalmologist,  Palo  Alto 
Medical  Clinic,  Palo  Alto,  California;  assistant 
clinical  professor.  United  States  Naval  Hos- 
pital, San  Diego,  California 

Leonard  Madison,  M.D.,  professor  of  internal 
medicine,  The  University  of  Texas  Southwest- 
ern Medical  School.  Dallas,  Texas 

Frazier  Ward,  M.D.,  assistant  professor  of  sur- 
gery, The  University  of  Mississippi  School  of 
Medicine 

T hursday  Morning 

The  Nature  of  Insulin  and  Proinsulin  Se- 
cretion in  Man 
Dr.  Gordon 

Management  of  Diabetic  Foot 
Dr.  Hardy,  Dr.  Ward 

Thursday  Afternoon 

The  Epidemic  of  Functional  Hypoglycemia 
and  the  Two-Headed  Monster 
Dr.  Madison 

The  Pathogenesis  of  Diabetic  Retinopathy 
Dr.  Little 

MISSISSIPPI  POSTGRADUATE 
INSTITUTE  IN  THE 
MEDICAL  SCIENCES 

April  2-6,  1973 

Pediatrics  Intensive  Course 
University  Medical  Center,  Jackson 
April  2-6,  1973,  beginning  at  8 a.m. 

Sponsored  by  The  University  of  Mississippi 
School  of  Medicine,  with  the  support  of  the 
Mississippi  Regional  Medical  Program. 

Coordinator: 

Nell  J.  Ryan,  M.D.,  associate  professor  of  pedi- 
atrics, The  University  of  Mississippi  School  of 
Medicine 

J.  M.  Montalvo,  M.D.,  associate  professor  of  pe- 
diatrics, The  University  of  Mississippi  School 
of  Medicine 

This  one-week  intensive  course  will  review 
registrants  on  such  skills  as  scalp  vein  tech- 
nique, use  of  the  respirator,  nebulizer  and  hu- 
midifier. Registrants  will  attend  lectures  on 
hematology,  fluids,  pediatric  emergencies,  car- 
diology, immunizations,  allergies,  seizures,  pe- 
diatric surgery,  renal  problems  and  the  care  of 
the  newborn. 

Both  intensive  courses  are  offered  through 
the  Mississippi  Postgraduate  Institute  in  the 
Medical  Sciences,  a Mississippi  Regional  Med- 
ical Program-supported  project.  The  courses 
are  open  to  Mississippi  family  physicians  en- 
rolled in  the  four-year  institute. 
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FUTURE  CALENDAR 

April  2-6,  1973 

Pediatric  Intensive  Course 

April  19 

Diabetic  Retinopathies 

April  23-27 

Radiology  Intensive  Course 

A pril  30-May  3 

Mississippi  State  Medical  Association, 
Biloxi 


Godfrey  Arnold  of  Jackson  and  UMC  attend- 
ed a conference  on  early  detection  of  laryngeal 
pathology  held  recently  in  Gainesville,  Fla. 

Thomas  Gordon  Barnes,  III,  of  Greenville  was 
crowned  king  of  the  17th  annual  Junior  Auxiliary 
Charity  Ball  at  the  annual  festivity. 

D.  N.  Blaylock  announces  the  removal  of  his 
office  to  1316  Hospital  Street  in  Greenville.  Dr. 
Blaylock  limits  his  practice  to  internal  medicine. 

Robert  E.  Blount  of  Jackson,  UMC  dean  and 
director,  talked  about  careers  in  medicine  at  the 
Mississippi  Baptist  High  School  Career  Day. 

Guy  D.  Campbell  of  Jackson  and  W.  L.  Ja- 
quith  of  Whitfield  were  participants  in  the  Amer- 
ican Association  of  Medical  Assistants,  Mississip- 
pi Society,  second  annual  educational  symposium, 
“Gateway  to  Achievement"  held  in  Jackson  on 
Mar.  3. 

J.  P.  Culpepper,  III,  of  Hattiesburg  has  been 
appointed  State  Liaison  Fellow,  Commission  on 
Cancer,  American  College  of  Surgeons. 

Edward  H.  Currie  of  Gulfport  was  on  the  panel 
which  discussed  sexual  behavior  among  teenagers 
held  in  Gulfport  and  sponsored  by  the  Family 
Planning  Association  of  Harrison  County.  Dr. 
Currie  is  an  obstetrician-gynecologist. 

W.  Moncure  Dabney  of  Crystal  Springs  has 
been  elected  president  of  the  South  Central  Med- 
ical Society. 

John  Y.  Gibson  of  Jackson  and  UMC  was  in  At- 
lanta Feb.  5-6  for  the  American  Board  of  Radiol- 
ogy examination. 

William  D.  Giles  of  Hattiesburg  was  inducted 
as  a Fellow  of  the  American  Academy  of  Ortho- 
paedic Surgeons  at  the  group's  annual  meeting  in 
Las  Vegas. 


James  Graham  of  Enterprise  was  guest  speaker 
at  the  recent  meeting  of  the  Columbus  Chapter 
of  Full  Gospel  Business  Men's  Fellowship  Inter- 
national. 

Chester  Farmer  announces  that  he  has  re- 
sumed the  full  time  practice  of  dermatology  at 
509  South  Magnolia  Street  in  Laurel. 

James  D.  Hardy  and  William  A.  Neely  of 
Jackson  and  UMC  attended  the  New  Orleans 
meeting  of  the  Society  of  University  Surgeons. 

Guy  C.  Jarratt  of  Vicksburg  was  honored  at  a 
retirement  party  by  the  physicians  of  the  Street 
Clinic  staff.  Dr.  Jarratt  had  practiced  pediatrics 
for  42  years. 

Marvin  Jeter  of  Jackson  and  UMC  attended  an 
American  College  of  Emergency  Physicians  work- 
shop in  Las  Vegas  recently. 

Donald  E.  Killelea  of  Natchez  attended  the 
seventh  annual  symposium  for  referring  physi- 
cians to  St.  Jude  Children’s  Research  Hospital  in 
Memphis  Feb.  23-24. 

Charles  L.  Neill  of  Jackson  exhibited  his  ex- 
tensive collection  of  pre-Colombian  Indian  arti- 
facts found  entirely  within  the  city  limits  of  Jack- 
son  at  the  annual  show  of  the  Mississippi  Gem 
and  Mineral  Society. 

R.  F.  O’Ferrall  of  Jackson  took  part  as  a char- 
ter member  in  the  Boy  Scout  Troop  No.  1 of  St. 
Andrew’s  Cathedral  celebration  of  the  57th  anni- 
versary of  the  troop. 

David  Owen  of  Hattiesburg  has  been  re-elected 
vice  president  of  the  Christian  Action  Commis- 
sion of  the  Mississippi  Baptist  Convention. 

John  M.  Parker  of  Biloxi  was  presented  the  Zol- 
la  Coper  Seminar  award  that  went  to  the  team  for 
presenting  the  “Most  Unusual  Case”  at  the  semi- 
nar of  the  Southern  Medical  Association. 

Alfio  Rausa  of  Greenwood  was  guest  speaker 
at  the  Division  5 meeting  of  the  Licensed  Prac- 
tical Nurses  held  at  Tyler  Holmes  Hospital  in  Wi- 
nona. 

Joe  M.  Ross  of  Vicksburg  has  been  appointed 
chairman  of  the  Board  of  Trustees  of  State  Elee- 
mosynary Institutions.  Other  newly  appointed 
physician  Board  members  are  Jetson  P.  Tatum 
of  Meridian,  vice  chairman;  John  R.  Young  of 
Natchez;  and  Charles  A.  Hollingshead  of 
Laurel. 

B.  G.  Spell  of  Jackson  announces  the  removal 
of  his  office  to  200  St.  Dominic  Offices,  971 
Lakeland  Drive.  Dr.  Spell  limits  his  practice  to 
orthopedic  surgery. 
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Because  you 
practice 

medicine  in  the 
Magnolia  State... 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis . . . 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
-w-  adjunctive 

Librax- 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann  -La  Roche  Inc. 

Nutley,  New  Jersey  07110 


PERSONALS  / Continued 

P.  K.  Thomas  of  Tupelo  received  the  10th  An- 
nual Outstanding  Citizen  Award  of  the  Tupelo 
Junior  Auxiliary.  The  announcement  was  made 
during  the  Auxiliary’s  Charity  Ball  at  Natchez 
Trace  Hall  of  Fame.  Dr.  Thomas  limits  his  prac- 
tice to  obstetrics  and  gynecology. 

Samuel  J.  Wilder,  Jr.,  of  Jackson  was  inducted 
as  a Fellow  of  the  American  Academy  of  Ortho- 
paedic Surgeons  at  the  group's  annual  meeting  in 
Las  Vegas. 

David  Wilson  of  Jackson  and  UMC  participated 
in  conferences  of  the  American  Hospital  Asso- 
ciation annual  meeting  and  AHA  committee  on 
nominations  in  Chicago. 

John  D.  Wofford  of  Greenwood  was  inducted 
as  a Fellow  into  the  American  College  of  Cardi- 
ology at  the  annual  meeting  in  San  Francisco. 


Laird,  John  Stephen,  Union,  Miss.  M.D., 
Louisville  Medical  College,  Louisville,  Ky., 
1904;  interned  State  Hospital,  Vicksburg,  Miss., 
for  six  months  in  1903;  Emeritus  member  of 
MSMA  & AMA;  member  of  Fifty  Year  Club 
MSMA;  member  of  East  Mississippi  Medical  So- 
ciety; died  Feb.  26,  1973,  age  90. 


Matthews,  James  C.,  Meridian.  Born  Waynes- 
boro, Miss.,  Feb.  5,  1943;  M.D.,  Medical  Col- 
lege of  Alabama,  Birmingham,  Ala.,  1967;  in- 
terned for  one  year,  Lloyd  Noland  Hospital,  Fair- 
field,  Ala.;  residency  in  surgery,  same,  July  1, 
1968-June  30,  1972;  elected  by  East  Mississippi 
Medical  Society. 


Warfield,  William  P.,  Ill,  Moss  Point.  Born 
Memphis,  Tenn.,  Aug.  9,  1942;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  Miss., 
1968;  interned,  same,  for  one  year;  surgery  resi- 
dency, same,  July  1,  1969-Nov.  1,  1971;  elected 
by  Singing  River  Medical  Society. 
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Occupational  Health 
Congress  Planned 

The  33rd  Annual  Congress  on  Occupational 
Health  will  be  held  at  The  Benjamin  Franklin 
Hotel  in  Philadelphia,  Pa.,  Sept.  17-18,  1973. 

For  further  information,  write  Dr.  Henry  F. 
Howe,  Associate  Director,  AMA  Department  of 
Environmental,  Public,  and  Occupational  Health, 
535  N.  Dearborn  St.,  Chicago,  111.  60610. 

NHLI  Issues  Report 
on  Respiratory  Diseases 

The  National  Heart  and  Lung  Institute’s  Divi- 
sion of  Lung  Diseases,  HEW,  has  issued  a 243- 
page  report  on  respiratory  diseases. 

The  lung  diseases  discussed  in  the  report  ac- 
count for  an  estimated  150,000  deaths  each  year 
in  the  U.  S.,  cause  60  million  days  lost  from 
work,  40  million  days  of  bed-restricted  activity, 
and  cost  the  economy  some  $6  billion  in  lost  pro- 
ductivity, wages  and  costs  of  medical  care. 

The  report  assesses  the  magnitude  of  the  health 
problems  posed  by  particular  respiratory  disor- 
ders; summarizes  the  current  state  of  knowledge 
with  respect  to  causation,  prevention,  diagnosis, 
and  treatment;  identifies  disparities  between  what 
is  currently  being  done  to  combat  these  diseases 
and  what  needs  to  be  done;  and  recommends 
steps  to  strengthen  present  research  efforts. 

It  was  prepared  by  a 12-member  task  force  es- 
tablished to  assist  the  Division  of  Lung  Diseases 
in  identifying  problems  and  approaches  that 
should  receive  high  priority  in  the  Institute’s  im- 
mediate and  long-range  plans.  Each  member  of 
the  task  force  also  served  as  chairman  of  a panel 
of  experts  on  specific  respiratory-disease  topics, 
so  that  a total  of  188  biomedical  scientists  con- 
tributed to  the  report. 

Following  assessment  of  the  current  state  of 
knowledge,  each  panel  identifies  the  most  pressing 
problems  that  remain  unsolved  and  recommends 
steps  toward  their  solution.  These  recommenda- 
tions encompass  both  immediate  and  long-term 
goals,  including  the  establishment  and  support  of 
new  types  of  physical  resources;  special  training 
of  research,  clinical  and  paramedical  manpower 
in  the  respiratory-disease  field;  and  new  mech- 
anisms of  support  for  these  activities. 

Single  copies  of  the  report  (NIH)  73-432  may 
be  obtained  from:  The  Division  of  Lung  Diseases, 
National  Heart  and  Lung  Institute,  Bethesda,  Md. 
20014. 
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Book  Review 

Symposium  on  Aesthetic  Surgery  of  the  Face, 
Eyelid,  and  Breast.  Volume  four.  Edited  by  Frank 
W.  Masters,  M.D.,  and  John  R.  Lewis,  Jr.,  M.D. 
222  pages  with  446  illustrations.  St.  Louis:  The 
C.  V.  Mosby  Company,  1972.  $35.50. 

"This  volume  represents  the  summation”  of  the 
Proceedings  of  the  Symposium  of  the  Educational 
Foundation  of  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons  Inc.,  which  has  for 
several  years  sponsored  in-depth  symposia  on 
various  broad  areas  of  plastic  surgery.  This  sym- 
posium was  held  in  Phoenix,  Arizona,  Nov.  11- 
14,  1970,  with  the  aid  of  the  American  Society 
for  Aesthetic  Plastic  Surgery,  Inc.  The  participants 
were  all  nationally  recognized  authorities  in  the 
field  and  have  contributed  significantly  to  its  de- 
velopment. 

Psychological  and  socioeconomic  considerations 
are  discussed  in  the  beginning  and  stressed 
throughout  the  presentations.  The  first  sections 
deal  with  aesthetic  surgery  for  the  aging  face  in- 
cluding eyelids.  All  standard  techniques,  as  well 
as  minor  variations,  are  presented.  Complications 
and  their  avoidance  are  stressed.  It  is  admirable 
to  see  the  “experts”  show  their  own  complications 
and  to  realistically  discuss  them.  The  realization 
that  such  complications  are  possible,  even  in  the 
hands  of  eminently  qualified  surgeons,  should 
serve  to  discourage  those  unqualified  from  at- 
tempting such  procedures. 

Augmentation  mammaplasty  is  discussed  in  de- 
tail, including  indications,  technique  and  compli- 
cations. Most  plastic  surgeons  would  find  little 
with  which  to  disagree  in  this  section.  Many,  how- 
ever, would  disagree  with  the  concept  of  immedi- 
ate reconstruction  following  subcutaneous  mastec- 
tomy. If  the  indication  for  the  mastectomy  is  pre- 
malignant  breast  disease,  the  possibility  of  foci  of 
carcinoma  should  be  definitely  excluded  prior  to 
implanting  any  foreign  material.  To  adequately 
resect  the  potentially  malignant  breast  requires 
formation  of  large  relatively  thin  skin  flaps  whose 
viability  is  quite  precarious  even  without  an  un- 
derlying implant.  To  compromise  a “cancer  pre- 
venting” operation  to  achieve  an  initial  satisfactory 
aesthetic  result  is  not  justified.  Most  surgeons  to- 
day favor  delayed  reconstruction  of  from  three  to 
six  months.  This  concept  is  not  presented. 


Many  of  the  illustrations  and  photographs  have 
previously  appeared  in  other  publications  and  are 
presented  here  without  acknowledgement.  The 
bibliography  is  excessive  in  some  areas  (156  ref- 
erences for  a 5 page  chapter)  and  completely 
absent  in  other  areas.  The  relatively  high  price  is 
due  in  part  to  the  high  quality  of  the  paper  and 
binding,  as  well  as  the  limited  market. 

In  general,  the  volume  would  be  an  excellent 
“notebook”  for  those  who  attended  the  sym- 
posium, but  it  is  not,  as  the  editor  states,  a “ref- 
erence source  of  information  about  standardized 
approaches.  . . .” 

William  E.  Noblin,  III,  M.D. 
Jackson,  Miss. 

National  Health 
Council  Sponsors  Courses 

The  National  Health  Council,  through  its  Com- 
mittee on  Continuing  Education,  announces  10 
short  courses  in  1973  selected  for  personnel  of 
official,  professional,  and  voluntary  health  agen- 
cies and  organizations. 

The  course  subjects  will  include:  comprehen- 
sive health  planning,  consultation  skills,  commu- 
nity organization  in  health  care  services,  execu- 
tive development,  leadership  development,  and 
voluntary  health  agency  in  the  community. 

The  10  courses  will  be  conducted  by  seven 
universities  on  various  dates  ranging  from  April 
through  August  1973.  Cooperating  universities 
are:  Columbia  University  (School  of  Public 
Health),  University  of  Florida  (College  of  Health 
Related  Professions),  George  Williams  College 
(Division  of  Social  Work  Education),  Indiana 
University  (Graduate  School  of  Business),  Uni- 
versity of  Michigan  (School  of  Public  Health). 
University  of  Oklahoma  (Department  of  Health 
Administration  and  School  of  Health),  and 
Washington  University  (Office  of  Conferences 
and  Short  Courses). 

Descriptive  brochures  and  other  information 
on  these  courses  may  be  obtained  by  writing  to: 
Continuing  Education  Program,  National  Health 
Council,  1740  Broadway,  New  York,  N.  Y. 
10019. 
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Woman’s  Auxiliary 

to  the 
Mississippi  State 
Medical  Association 


As  doctors'  wives,  we  have  great  responsibility  and  great  privi- 
lege. We  do  not  have  to  work  to  earn  a living  for  our  families. 
We  are  able  to  give  time  and  effort  to  the  needs  of  our  communities. 
By  doing  volunteer  work,  especially  in  the  health  care  field,  we 
help  you  by  supporting  your  programs  and  by  showing  the 
community  that  we  are  sincerely  interested  in  health  care. 

This  column  in  your  journal  will  tell  you  about  our  programs. 
This  month  I want  to  tell  you  about  our  Pierre  the  Pelican  project. 
Pierre  the  Pelican,  a series  of  pamphlets  originated  in  Louisiana, 
is  designed  to  help  new  parents  raise  physically  and  mentally 
healthy  children.  Cleverly  and  simply  written,  Pierre  the  Pelican 
has  been  used  successfully  for  many  years.  Twenty  states  now 
have  the  program;  Texas  is  ready  to  begin  soon.  Lack  of  money 
has  delayed  the  project  in  Mississippi.  The  Mental  Health  Ser- 
vices of  the  State  Board  of  Health  asked  the  Woman's  Auxiliary 
to  help  raise  funds.  It  was  suggested  that  we  raise  enough  money 
to  carry  the  program  for  two  years.  After  this  initial  period  ex- 
penses will  decrease  and  there  is  a possibility  that  government 
funds  may  be  available  to  continue  the  program. 

Several  auxiliaries  are  working  to  raise  part  of  this  initial  money. 
Central  Medical  Auxiliary  has  solicited  donations  from  businesses 
and  individuals.  The  response  has  been  very  encouraging.  This 
auxiliary  also  had  a successful  fund-raising  ball.  Other  auxiliaries 
are  making  plans  for  fund  raising. 

We  feel  that  this  is  an  appropriate  project  for  doctors’  wives. 
In  addition  to  its  primary  purpose  of  helping  parents  and  children, 
the  project  will  be  good  public  relations.  Each  pamphlet  will  give 
credit  to  the  Woman's  Auxiliary  of  the  Mississippi  State  Medical 
Association. 

Binny  Webb 

(Mrs.  Clarence  H.  Webb,  Jr.) 

President,  Woman’s  Auxiliary 
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Specialty  Societies,  Concurrent  Meetings 
Highlight  the  105th  Annual  Session 


More  than  15  specialty  society  and  related  ac- 
tivities will  hold  concomitant  meetings  with  the 
association’s  105th  Annual  Session  in  Biloxi, 
April  30-May  3,  1973,  at  the  Sheraton-Biloxi. 

The  American  College  of  Surgeons,  Mississippi 
chapter,  has  set  its  annual  meeting  for  Tuesday, 
May  I.  President  Raymond  S.  Martin,  Jr.,  of 
Jackson  will  preside  over  the  scientific  session  be- 
ginning with  a guest  speaker  at  the  luncheon. 
Guest  lecturers  include  Drs.  A.  Hamblin  Letton 
of  Atlanta,  Ga.;  Denton  A.  Cooley  of  Houston, 
Tex.;  and  Hiram  C.  Polk,  Jr.,  of  Louisville,  Ky. 
A series  of  case  reports  will  also  be  presented. 

The  Louisiana-Mississippi  Ophthalmological 
and  Otolaryngological  Society  will  meet  May  3-5 
at  the  Sheraton-Biloxi.  Beginning  with  the  MSMA 
Scientific  Section  on  Eye,  Ear,  Nose  and  Throat 
on  Thursday,  May  3,  the  society  will  hold  an  ex- 
tensive scientific  program  over  the  ensuing  week- 
end. Guest  speakers  will  be  Drs.  Eugene  M.  Hel- 
veston  of  Indianapolis,  Ind.;  David  Paton  of 
Houston,  Tex.;  Charles  W.  Gross  of  Memphis, 
Tenn.;  and  Medney  E.  Tardy,  Jr.,  of  Elmhurst, 
111. 

Members  of  the  Mississippi  Urological  Society 
will  convene  Monday,  April  30,  at  the  Sheraton- 
Biloxi  for  a luncheon  meeting.  Dr.  M.  E.  Hin- 
man  of  Vicksburg  is  president  and  meeting  chair- 
man. 

State  radiologists  will  attend  a fellowship  hour 
and  scientific  program  at  the  Sheraton-Biloxi  on 
April  29.  Dr.  J.  V.  Ferguson  of  Greenwood  is 
president  of  the  Mississippi  Radiological  Society. 

The  Mississippi  Orthopaedic  Society  will  con- 
duct a luncheon  and  program  on  Monday,  April 
30,  at  the  headquarters  hotel.  President  Magru- 
der  S.  Corban  of  Gulfport  will  preside. 

On  Wednesday,  May  2.  the  Mississippi  Ob- 
Gyn  Society  will  conduct  a cocktail  party  and 
luncheon  following  the  MSMA  section  meeting 
at  the  Sheraton-Biloxi.  Dr.  Walter  L.  Bourland 
of  Tupelo  is  president. 


Mississippi  Society  of  Internal  Medicine  will 
conduct  a luncheon  meeting  at  noon  on  Wednes- 
day, May  2.  Dr.  J.  R.  Shell  of  Vicksburg  is  presi- 
dent and  meeting  chairman. 

Family  physicians  will  gather  when  the  Missis- 
sippi Academy  of  Family  Physicians  sponsors  a 
luncheon  meeting  on  Wednesday,  May  2,  in  the 
Top  of  the  Sheraton.  Guest  speaker  will  be  Dr. 
W.  R.  Gillis,  new  chairman  of  the  department  at 
UMC.  Dr.  Eugene  Webb  of  Itta  Bena  is  MAFP 
president  and  Dr.  W.  B.  Hunt  of  Grenada  is  pres- 
ident-elect. 

Dr.  William  D.  Atchison  of  Gulfport,  president 
of  the  Mississippi  Association  of  Pathologists,  will 
preside  over  the  business  meeting  of  the  associa- 
tion on  April  29  at  the  Sheraton-Biloxi.  Monday 
morning,  April  30,  will  feature  a special  scientific 
session  for  the  pathologists. 

The  Mississippi  EENT  Association  will  host 
a luncheon  meeting  on  Thursday,  May  3.  Dr. 
John  E.  Green  of  Hattiesburg  is  president. 

The  Mississippi  chapter  of  the  Flying  Physi- 
cians Association  is  sponsoring  a cocktail  party 
and  dinner  on  Tuesday  evening.  May  1.  Dr.  Jack 
Stokes  of  Pontotoc  is  in  charge  of  arrangements. 

Two  postgraduate  courses  will  be  offered  con- 
currently with  the  annual  session.  A one-day  Sem- 
inar on  Family  Planning  Methodology  will  be 
held  April  29  at  the  Sheraton-Biloxi.  Faculty 
will  be  Dr.  George  R.  Huggins  of  Philadelphia, 
Penn.,  and  Drs.  Calvin  T.  Hull  and  Donald  M. 
Sherline  of  the  UMC  Department  of  Obstetrics 
and  Gynecology. 

A one  hour  course  in  practical  tonometry  for 
non-ophthalmologists  will  be  given  on  Tuesday 
and  Wednesday,  May  1 and  2,  by  the  Mississippi 
EENT  Association  and  the  Mississippi  Society 
for  Prevention  of  Blindness. 

The  Mississippi  Neurosurgical  Society  will  hold 
a luncheon  program  on  Wednesday,  May  2.  Dr. 
Charles  Neill  of  Jackson  is  president  of  the  so- 
ciety. 
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ORGANIZATION  / Continued 

Four  medical  alumni  meets  are  set  for  the  con- 
vention week.  Ole  Miss  medical  alumni,  their 
ladies  and  guests  will  meet  on  Monday,  April  30, 
at  the  Sheraton-Biloxi.  A general  business  meet- 
ing will  be  followed  by  the  cocktail  party  and  sea- 
food jamboree  dinner-dance.  Dr.  David  Clippin- 
ger  of  Gulfport  is  program  planning  chairman 
and  Charles  William  Price,  alumni  secretary,  is 
in  charge  of  arrangements. 

Tennessee  medical  alumni  will  enjoy  cocktails 
and  dinner  on  Tuesday  evening,  May  1.  Dr.  Den- 
nis Ward  of  Corinth  is  president  of  the  Mississip- 
pi chapter.  Mr.  June  Montgomery,  UT  director 
of  Alumni  Affairs,  will  be  present. 

Graduates  of  Tulane  University  will  be  feted 
at  an  informal  cocktail  party  on  Tuesday  evening. 
May  1 . Mrs.  Dorothy  Kimbell,  administrative  as- 
sistant, is  making  arrangements. 

Vanderbilt  medical  alumni  will  enjoy  a cock- 
tail reception  at  the  headquarters  hotel  on  May 
1 . Mr.  Ron  Munkeboe,  Director  of  Medical 
Alumni  and  Development,  will  be  host. 

The  18  living  MSMA  past  presidents  will  en- 
joy a breakfast  meeting  on  Wednesday  morning, 
May  2.  Dr.  Arthur  E.  Brown  of  Columbus,  im- 
mediate past  president,  is  host. 

Members  of  the  Fifty  Year  Club  will  be  hon- 
ored at  a special  luncheon  on  Tuesday.  The  an- 
nual reference  committee  breakfast  will  be  held 
on  Monday,  April  30. 

Past  presidents  of  the  Woman's  Auxiliary  have 
scheduled  a breakfast  meeting  on  Wednesday. 
Mrs.  T.  E.  Ross,  111,  of  Hattiesburg  is  hostess. 

Other  events  include  the  association  cocktail 
party  on  May  2 and  the  annual  golf  tournament 
to  be  conducted  at  the  Sunkist  Country  Club  on 
Wednesday.  Dr.  A.  V.  Hays  of  Gulfport  is  in 
charge  of  the  golf  tournament  arrangements. 

AMA  Medical  Ethics 
Congress  Planned 

The  Judicial  Council  of  the  American  Medical 
Association  announces  that  its  Fourth  National 
Congress  on  Medical  Ethics  will  be  held  on  April 
26-28,  1973,  at  the  Washington  Hilton  Hotel  in 
Washington,  D.  C. 

There  is  no  registration  fee  for  the  Congress 
and  early  registration  is  recommended.  Cassette 
tape  highlights  may  be  ordered  for  $4.00. 

Those  interested  should  write  directly  to  the 
Department  of  Medical  Ethics,  American  Med- 
ical Association,  535  North  Dearborn  Street,  Chi- 
cato,  111.  60610. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu - 
laris  (pinworm)  and  Ascarts  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. \S/xglm\.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROeRIG  <9 

A division  of  Pfizer  Pharmaceuticals 

New  York.  Neu  York  10017 


with  a single  dose  of  Antiminth 

(pyrantel  pamoate) ORAL  SL)SPENSION 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1 cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.; 
maximum  dose,  4 tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 

family  ROGRIG 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 


ORAL  SUSPENSION 


While  Aniiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
•Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 
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MSMA  Announces 
Changes  in  Group 
Catastrophe  Insurance 

As  approved  by  the  MSMA  Board  of  Trustees, 
several  improvements  will  be  made  in  the  spon- 
sored $15,000  Catastrophe  Hospital  Plan,  effec- 
tive May  1,  1973.  Thomas  Yates  and  Company 
of  Jackson  is  administrator  of  the  association 
group  plans. 

Plan  improvements  include:  (1)  increase  in 
maximum  room  and  board  expense  payable  from 
$32  to  $40  (80  per  cent  of  $50);  (2)  increase 
in  aggregate  amount  payable  for  mental  disorders 
from  $1500  to  $2500;  and,  (3)  coverage  for  un- 
married dependent  children  is  now  renewable  to 
age  21  ( 25  if  in  college ) . 

Premiums  have  been  adjusted  to  compensate 
for  plan  improvements  and  inflation  which  has 
occurred  in  the  past  four  years,  since  the  last 
adjustment. 

Members  presently  insured  in  the  plan  will  re- 
ceive certificate  riders  which  guarantee  increased 
benefits  with  their  renewal  premium  notices. 

Non-insured  members  will  receive  information 
for  enrolling  in  the  plan  from  Thomas  Yates  and 
Company. 


IC8  Awards  Plaque 
to  Dr.  L.  W.  Long 


Dr.  Lawrence  W . Long  of  Jackson  proudly  dis- 
plays the  plaque  awarded  him  by  the  International 
College  of  Surgeons  for  serving  the  constitutional 
maximum  of  two  terms,  a total  of  four  years,  as 
treasurer.  Dr.  Long  is  now  on  the  ICS  Board  of 
Governors  and  also  serves  as  assistant  secretary. 


1973  Family  Practice 
Exam  $cheduled 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  written 
certification  examination  on  Oct.  20-21,  1973, 
in  various  centers  throughout  the  United  States. 

Information  regarding  the  examination  can  be 
obtained  by  writing:  Dr.  Nicholas  J.  Pisacano, 
secretary,  American  Board  of  Family  Practice, 
Inc.,  University  of  Kentucky  Medical  Center,  An- 
nex #2,  Room  229,  Lexington,  Ky.  40506. 

It  is  necessary  for  each  physician  desiring  to 
take  the  examination  to  file  a completed  applica- 
tion with  the  Board  office.  Deadline  for  receipt 
of  applications  in  the  Board  office  is  Aug.  1, 
1973. 

Dr.  Bowlus  Named  to 
Extendicare  Advisory  Staff 

Dr.  William  E.  Bowlus  of  Jackson,  a neurolo- 
gist psychiatrist,  has  been  named  to  the  Medical 
Advisory  Staff  of  Extendicare,  Inc.,  the  company 
that  operates  Doctors  Hospital  of  Jackson. 

Dr.  Bowlus  is  among  21  doctors  named  to  the 
Medical  Advisory  Staff,  which  will  provide  coun- 
sel to  Extendicare  in  maintaining  high-quality  pa- 
tient care  at  the  company’s  47  hospitals. 

The  Medical  Advisory  Staff  also  will  be  an- 
other means  of  communication  between  the  ap- 
proximately 3,000  doctors  on  the  medical  staffs 
of  Extendicare  hospitals  and  the  company. 

Dr.  Bowlus  is  chief  of  staff  at  Doctors  Hospital 
of  Jackson.  He  has  been  chairman  of  the  utiliza- 
tion review  committee  and  of  the  medical  care 
evaluation  committee  at  the  Mississippi  Baptist 
Hospital. 

Dr.  Bowlus  completed  a bachelor’s  degree  at 
University  of  Southern  Mississippi,  Hattiesburg, 
and  graduated  from  the  school  of  medicine  at 
the  University  of  Mississippi.  He  also  received  a 
master’s  degree  in  physiology  from  the  University 
of  Mississippi.  He  served  his  internship  and  resi- 
dency in  neurology  and  psychiatry  at  the  Univer- 
sity Hospital  in  Jackson.  Dr.  Bowlus  has  been  a 
clinical  instructor  in  medicine  and  attending  phy- 
sician at  the  University  Hospital,  Jackson,  and  is 
neurology  consultant  to  the  Ellisville  State  School. 

Extendicare’s  47  hospitals  contain  4,489  beds 
and  are  in  12  states  in  the  Southeast  and  South- 
west. It  ranks  among  the  top  four  investor-owned 
hospital  companies  in  the  U.  S.  in  the  total  num- 
ber of  hospitals  and  total  number  of  beds. 
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Mr.  Rowland  Kennedy 
Honored  for  Service 

Mr.  Rowland  B.  Kennedy,  former  Executive 
Secretary  of  the  Mississippi  State  Medical  Asso- 
ciation, was  honored  for  his  more  than  21  years 
of  service  to  the  organization  at  the  March  6 
meeting  of  the  Central  Medical  Society  in  Jack- 
son. 

MSMA  president  Charles  R.  Jenkins  of  Laurel 
made  the  formal  presentation  on  behalf  of  the 
officers  and  Trustees  of  the  association. 

Dr.  Jenkins  commended  Mr.  Kennedy  as  a 
friend  to  physicians  who  had  given  many  years 
of  dedicated  service  to  the  state  medical  asso- 
ciation. He  cited  increased  membership  and  the 
Journal  MSMA  as  special  accomplishments. 

As  directed  by  the  1972  House  of  Delegates,  an 
engraved  plaque  was  presented  by  the  president 
to  recognize  Mr.  Kennedy  “for  his  loyal  and 
outstanding  service  to  the  medical  profession.” 


Dr.  Charles  R.  Jenkins  of  Laurel,  MSMA  presi- 
dent, is  shown  presenting  the  engraved  plaque  to  Mr. 
Rowland  B.  Kennedy. 


UMC  Associate  Professor 
Gets  Hypertension  Grant 

Dr.  Allen  W.  Cowley,  Jr.,  University  of  Missis- 
sippi School  of  Medicine  physiology-biophysics 
associate  professor,  has  received  an  American 
Heart  Association  Established  Investigatorship 
award  to  study  the  causes  of  hypertension. 

One  of  a limited  number  of  researchers  in  the 
nation  to  get  the  highly  competitive  award,  the 
young  scientist  is  the  second  recipient  at  the 
Medical  Center. 

The  five-year  grant  of  more  than  $100,000  will 


support  Dr.  Cowley’s  project,  in  which  he  uses 
computer  techniques  to  construct  mathematical 
biological  systems,  apply  possible  changes  and 
predict  the  results. 

“Our  studies  are  aimed  at  determining  the  rela- 
tive importance  of  individual  biological  systems 
on  the  daily  control  of  blood  pressure,”  Dr.  Cow- 
ley explains,  “and  to  examine  any  new  systems 
which  could  be  related  to  pressure  regulation.” 

“We’re  looking  at  the  central  nervous  system’s 
baroreceptor  reflex  control  system,  the  renin-an- 
giotensin hormonal  system  and  the  renal  system’s 
maintenance  of  proper  fluid  balance,”  he  contin- 
ues. “Many  of  our  studies  are  an  effort  to  demon- 
strate the  theory  that  unless  kidney  function  is  al- 
tered. there’s  practically  no  way  to  maintain  hy- 
pertension for  more  than  several  days.” 

Based  on  the  computer  model  of  the  biological 
system,  the  researchers  alter  the  system's  normal 
function  through  equations  representing  changes 
and  thereby  predict  what  the  system  would  do  un- 
der those  conditions.  The  final  step  is  back  to  the 
lab  to  see  if  animal  systems  react  as  projected. 

Dr.  Cowley,  a Pennsylvania  native,  has  been 
on  the  Medical  Center  faculty  since  1968. 

Heart  Associations  Sponsor 
Hypertension  Course 

A scientific  session  on  “Hypertension — Its  In- 
cidence and  Consequences”  will  be  presented  May 
18-19,  1973,  at  the  Marriott  Hotel  in  New  Or- 
leans. 

The  seminar  will  be  co-sponsored  by  the  Mis- 
sissippi, Arkansas  and  Louisiana  Heart  Associa- 
tions, the  American  Heart  Association  councils 
on  Clinical  Cardiology  and  High  Blood  Pressure 
Research. 

Guest  faculty  includes  Drs.  Harriet  P.  Dustan, 
Michael  Broday.  Walter  Kirkendall,  Richard  Pad- 
dison,  James  D.  Hardy,  Edward  H.  Freis,  George 
Morris  and  Philip  Kadowitz. 

Moderating  sessions  will  be  Drs.  W.  Sexton 
Lewis  and  Albert  Hyman.  Presiders  include  Drs. 
James  W.  Wilson,  Jr.,  W.  H.  Rosenblatt  and 
Charles  W.  Silverblatt. 

The  program  is  acceptable  for  nine  elective 
hours  by  the  American  Academy  of  Family  Phy- 
sicians. 

A registration  fee  of  $50.00  for  nonmembers 
and  $40.00  for  members  will  include  a social 
hour  and  two  luncheons.  Registration  fees  should 
be  mailed  to  the  Louisiana  Heart  Association. 
3303  Tulane  Avenue,  New  Orleans,  La.  701 19. 

All  Mississippi  physicians  are  eligible  for  mem- 
bership in  the  Mississippi  Heart  Association. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


If  he’s  making  the 
rounds  of  San  Francisco* ♦♦ 


Antivert 

~ (meclizine  HC1) 

for  vertigo* 


Antivert R (meclizine  HC1)  has  been  found 
useful  in  the  management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  sys- 
tem. It  is  available  as  Antivert  (12.5  mg. 
meclizine  HC1)  and  Antivert/25  (25  mg. 
meclizine  HC1)  scored  tablets  for  conven- 
ience and  flexibility  of  dosage.  Antivert/25 
(25  mg.  meclizine  HC1)  Chewable  Tablets 
are  available  for  the  management  of  nausea, 
vomiting,  and  dizziness  associated  with  mo- 
tion sickness. 


*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso- 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12th' 15th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg. /day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS, 
on  rare  occasions,  blurred 
vision  have  been  reported. 


Drowsiness,  dry  mouth  and, 

R06RIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  1001 7 
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Blue  Cross 
Has  New  Emblem 

The  famous  Blue  Cross  trademark,  perhaps  the 
best-known  emblem  in  America,  has  been  rede- 
signed. 

After  34  years,  the  seal  in  the  center  of  the 
cross — containing  various  medical  emblems — will 
be  replaced  by  a stylized  human  figure  in  a circle. 

George  W.  Butler,  president  of  Blue  Cross  and 
Blue  Shield  of  Mississippi,  explaining  the  signifi- 
cance of  the  new  symbol  said: 

“For  many  years  the  Blue  Cross  symbol  has 
represented  integrity  and  security  in  health  care. 
This  traditional  concept  is  now  given  a new  di- 
mension by  introducing  the  human  figure  in  a cir- 
cle. 

“The  outstretched  arms  and  legs  of  the  figure 
are  indicative  of  a vigorous  and  healthy  mankind. 
In  essence,  the  total  symbol — figure  and  cross — 
captures  the  spirit  of  the  traditional  Blue  Cross 
service  concept — helping  people  achieve  health 
care.” 

Butler  said  the  change  was  made  to  illustrate 
the  fact  that  the  Blue  Cross  system — 74  Blue 
Cross  Plans  in  the  United  States,  plus  four  in 
Canada  and  one  each  in  Jamaica  and  Puerto 
Rico — is  more  interested  in  people  than  anything 
else.  The  system  serves  nearly  100  million  in  the 
U.  S.  alone,  through  private  programs  of  health 
care  coverage  and  as  administrator  of  federal  pro- 
grams such  as  Medicare  and  Medicaid. 

In  connection  with  the  symbol  change,  the 


George  W.  Butler,  president  of  Blue  Cross  and 
Blue  Shield  of  Mississippi,  shows  the  new  Blue  Cross 
symbol  to  John  D.  Holland,  chairman  of  the  board. 


Blue  Cross  system  has  announced  a multi-point 
program  that  positively  states  its  expanded  com- 
mitment to  today’s  consumer.  The  program  calls 
for  broader  benefits,  greater  control  of  health  care 
costs,  more  effective  health  education  and  other 
means  of  bringing  better  and  more  economical 
health  care  to  the  American  people. 

That  program  will  not  only  affect  Blue  Cross 
subscribers,  but  will  have  positive  effects  on  the 
care  received  by  all  persons. 

The  new  Blue  Cross  design  will  begin  being 
used  immediately,  Butler  said,  although  “Several 
months  may  elapse  before  we  can  incorporate  it 
on  all  our  forms,  cards  and  letterheads.” 

Butler  also  mentioned  the  new  emblem  will  be- 
gin appearing  across  the  nation  in  local  and  na- 
tional advertising. 

John  D.  Holland,  chairman  of  the  board  of 
Blue  Cross  and  Blue  Shield  of  Mississippi,  com- 
mented, “For  a lot  of  years,  many  of  us  have 
looked  to  the  Blue  Cross  emblem  as  the  sign  of 
protection  for  ourselves  and  our  loved  ones.  We 
congratulate  the  Blue  Cross  system  on  its  forward 
movements  in  helping  to  improve  the  availability, 
the  cost  and  the  quality  of  the  health  care  all  of 
us  get.” 

Hinds  Plans 
Drug  Program 

The  Hinds  County  Association  for  Mental 
Health  has  been  working  since  March  1,  1972, 
to  determine  needs  in  Hinds,  Madison  and  Ran- 
kin counties  insofar  as  drug  abuse  prevention  is 
concerned,  utilizing  a one-year  development  grant 
from  the  National  Institute  of  Mental  Health. 

As  a result  of  this  study,  the  association  now 
has  filed  applications  with  the  N.I.M.H.  for  two 
grants  in  order  to  meet  the  needs  of  the  area — 
one  dealing  with  coordination  of  existing  drug  ed- 
ucation programs  and  the  other  providing  treat- 
ment and  rehabilitation  for  the  drug  abuser. 

Pat  Gilliland,  association  president,  said  the 
treatment  and  rehabilitation  program,  as  pro- 
posed, would  consist  of  three  major  components: 

( 1 ) Detoxification  and  some  outpatient  ser- 
vices at  the  University  Medical  Center. 

(2)  Outpatient  and  education-consultation  at 
the  Jackson  Mental  Health  Center  at  St.  Domi- 
nic’s Hospital. 

(3)  An  intake-outreach-resident  program  to 
be  located  in  the  downtown  vicinity. 

He  said  the  continued  cooperation  and  services 
of  the  Mississippi  State  Hospital  at  Whitfield  and 
of  the  vocational  rehabilitation  agencies  will  be 
a part  of  the  program. 
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Dr.  I.  C.  Huggins 
Presented  50  Yr.  Pin 


Dr.  Isaac  Clifton  Huggins  of  Jackson  was  pre- 
sented his  50  Year  Club  Pin  and  certificate  at  the 
March  6 meeting  of  the  Central  Medical  Society. 
Dr.  Huggins  has  been  a meitiber  of  the  society  since 
1924  and  is  a 1920  graduate  of  the  Tulane  Medical 
School.  Announcement  was  also  made  at  the  meet- 
ing of  the  50  year  award  to  Dr.  Allen  Percy  Dur- 
fey,  Sr.,  of  Canton. 

Medical  Assistants 
Hold  Symposium 

A symposium  entitled  “Gateway  to  Achieve- 
ment,” sponsored  by  the  Mississippi  Society  of 
the  American  Association  of  Medical  Assistants, 
was  held  on  March  3 at  Primos  Northgate  Res- 
taurant in  Jackson. 

Guest  speakers  were  Dr.  W.  L.  Jaquith,  direc- 
tor, Mississippi  State  Hospital  at  Whitfield,  who 
discussed  “Drug  Abuse  in  Mississippi”;  Mrs.  Pat 
Maxey.  Brandon,  Mississippi,  writer  and  lecturer, 
“The  Image  You  Portray  to  Your  Public”;  and 
Mrs.  Elizabeth  W.  Hampton,  CMA,  Jackson, 
president.  Central  Chapter,  AAMA.MS,  “Certi- 
fication: A Great  Achievement.”  Participants 

were  welcomed  by  Mrs.  Thelma  VanCloostere, 
Long  Beach,  president,  AAMA.MS,  and  the  in- 
vocation was  given  by  Dr.  Guy  D.  Campbell, 
Jackson,  advisor,  AAMA,MS. 

Recognizing  that  many  of  the  problems  within 
offices  and  organizations  are  the  result  of  poor 
communication,  an  additional  feature  was  “Effec- 
tive Listening,”  a program  designed  to  evaluate 
and  increase  listening  ability.  Communication,  a 
two-way  process,  is  dependent  on  both  the  effec- 
tive sending  and  receiving  of  information.  “Effec- 


tive Listening”  is  one  way  to  improve  the  com- 
munications process  by  helping  the  listener  select 
relevant  facts  and  act  more  efficiently  on  the  in- 
formation necessary  in  a given  situation,  said  Mrs. 
VanCloostere. 

Mental  Health 
Regions  Changed 

Changes  in  the  regional  MH/MR  map  of  Mis- 
sissippi have  been  approved  by  the  Mississippi  In- 
teragency Commission  in  a restructuring  of  the 
various  mental  health-mental  retardation  regions. 
The  changes  came  about  through  consultation 
with  the  various  counties  and  regional  commis- 
sions which  are  affected.  Regional  mental  health 
centers  and  mental  retardation  programs  already 
in  operation  were  not  affected  except  in  the  case 
of  Region  10  (Weems  Community  Mental  Health 
Center)  which  formally  requested  the  change  in 
its  region. 

Old  Region  15,  consisting  of  Adams,  Franklin, 
Jefferson  and  Wilkinson  counties,  has  been  elim- 
inated and  along  with  Claiborne  county  (former- 
ly with  Region  9)  has  been  merged  with  Region 
11.  Jeff  Davis  and  Marion  counties  have  been 
transferred  from  old  Region  1 1 to  Region  12.  Re- 
gion 10  has  added  Leake  county  (formerly  in 
Region  8)  and  Smith  county  (formerly  in  Region 
9),  increasing  Region  10  from  seven  counties  to 
nine  counties  in  east-central  Mississippi.  Old  Re- 
gion 8 has  been  phased  out,  with  Leake  county 
going  to  Region  10,  as  previously  mentioned,  and 
Holmes  and  Attala  counties  going  to  Region  6. 
Yazoo  and  Madison  have  joined  Region  9. 

The  changes  make  Regions  7,  9,  10,  and  11 
identical  to  the  planning  and  development  dis- 
tricts serving  those  areas.  Finally,  Regions  12  and 
13  and  14,  when  taken  together,  include  the  same 
counties  as  the  planning  and  development  dis- 
trict serving  Mississippi's  southeastern  corner. 

Region  9 remains  the  largest  region,  with  a 
population  of  405,624,  making  it  eligible  for  a 
second  mental  health  center  in  addition  to  the 
existing  Jackson  Mental  Health  Center  which 
presently  serves  the  city  of  Jackson  and  a part  of 
outlying  Hinds  County.  According  to  Dr.  Dorothy 
Moore,  program  director  of  the  MIC,  this  is  the 
only  area  of  the  state  which  still  does  not  have  a 
region-wide  commission.  Counties  of  the  new  Re- 
gion 9 are  now  in  the  process  of  appointing  com- 
missioners. “As  soon  as  this  is  accomplished,”  ac- 
cording to  Dr.  Moore,  “the  Regional  Commission 
will  be  asked  to  assist  the  Interagency  Commis- 
sion in  officially  subdividing  Region  9 into  two 
regions,  which  will  be  designated  as  8 and  9.  This 
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will  bring  the  total  number  of  regions  in  the  state 
to  14.” 

The  new  regionalization  will  become  a part  of 
the  new  state  plan  for  community  mental  health 
centers'  plan  expected  to  be  approved  by  the  In- 
teragency Commission  and  submitted  to  federal 
authorities  in  March.  It  will  also  become  a part 
of  the  next  state  plan  for  the  Developmental  Dis- 
abilities Program. 

UMC  Announces 
Faculty  Changes 

In  faculty  changes  at  the  University  of  Missis- 
sippi School  of  Medicine  during  February,  three 
moved  to  the  rank  of  professor  and  five  to  the  as- 
sociate professor  level. 

Former  physiology-biophysics  associate  profes- 
sors Dr.  Aubrey  E.  Taylor  and  Dr.  Howard  T. 
Milhorn  are  now  professors  in  their  department. 
Dr.  Jose  Bebin,  who  was  professor  of  pathology 
(neuropathology)  (part-time),  has  joined  the 
fulltime  faculty  as  professor. 

Those  who  attained  the  rank  of  associate  pro- 
fessor included  Dr.  David  Barlow,  psychiatry 
(psychology)  assistant  professor;  Dr.  Carl  E. 
Jones,  Dr.  Allen  W.  Cowley,  physiology-biophys- 
ics assistant  professors;  and  Dr.  Marion  F.  Jurko, 
Dr.  Dudley  F.  Peeler,  neurosurgery  (research) 
assistant  professors. 

Pharmacy  School  Studies 
Self-Medication 

The  Mississippi  Regional  Medical  Program, 
Department  of  Health  Care  Administration  and 
Bureau  of  Pharmaceutical  Services  will  sponsor 
a conference  on  self  medication  May  12.  The  con- 
ference will  be  open  to  the  public. 

Speakers  and  their  topics  are:  David  A. 

Knapp,  Ph.D.,  Professor  of  Pharmacy  Adminis- 
tration, University  of  Maryland,  “The  Consumer 
and  Self-Medication”;  Dr.  Mark  Novitch,  Office 
of  the  Commissioner,  FDA,  “FDA  Activities  Re- 
lated to  Non-Prescription  Drugs”;  James  A.  Vis- 
conti, Ph.D.,  Director,  Drug  Information  Center, 
Ohio  State  University,  “Consumer  Self-Medica- 
tion, the  Physician,  and  the  Pharmacist.” 

This  will  be  an  afternoon  conference  in  the 
University  Continuation  Studies  Center  on  the 
Ole  Miss  campus. 

Direct  inquiries  to:  Dr.  Mickey  C.  Smith,  De- 
partment of  Health  Care  Administration,  Univer- 
sity, Mississippi  38677. 


Dr.  Kelemen  Is  Visiting 
UMC-VA  Consultant 


Dr.  George  Kelemen.  director  of  temporal  bone 
laboratories  at  the  Los  Angeles  Foundation  of  Otol- 
ogy and  clinical  professor  emeritus  of  surgery  at 
the  University  of  Southern  California,  was  visiting 
consultant  in  surgery  (otolaryngology)  to  the  Uni- 
versity Medical  Center  and  the  Jackson  V A Center 
through  mid-March.  Here  the  eminent  surgeon  goes 
over  slides  with  UMC  surgery  (otolaryngology)  as- 
sistant professor  Dr.  Charlene  Stephens.  Dr.  Kelemen 
has  authored  more  than  200  publications  and  has 
been  a major  textbook  contributor. 

1973  Arts  Festival 
Plans  Finalized 

The  Arts  Festival,  Inc.  will  present  two  eve- 
nings of  stellar  entertainment  in  the  Mississippi 
Coliseum,  May  4 and  5.  Headliners  for  May  5 are 
Vicki  Carr,  top  female  vocalist  today,  and  Mac 
Davis,  singer,  composer,  and  guitarist.  On  May 
4,  the  popular  Jackson  Symphony  Orchestra  will 
perform,  and  the  special  attraction  for  the  night 
will  be  a Gilbert  and  Sullivan  troupe  known  as 
D'Oyly  Carte. 

In  the  Municipal  Auditorium  the  Jackson  Bal- 
let Guild  will  offer  an  evening  of  ballet  May  1, 
featuring  Edward  Villela  and  Patricia  MacBride, 
and  the  Mississippi  Opera  Association  will  pre- 
sent an  evening  of  opera  with  Renata  Tebaldi, 
May  2. 
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Among  the  seminars  planned  for  this  year’s  fes- 
tival will  be  a Eudora  Welty  Celebration  sched- 
uled for  10:00,  May  2,  in  the  Old  Capitol  Mu- 
seum. Miss  Welty  will  present  a reading  from  her 
works,  and  in  conjunction  with  the  Celebration, 
the  New  Stage  Theatre  will  present  its  adapta- 
tion of  Miss  Welty’s  book.  The  Ponder  Heart.  As 
a part  of  the  film  celebration  to  be  held  in  the 
Mississippi  Coliseum,  the  ETV  productions  of 
One  Time,  One  Place  and  “A  Season  of  Dreams,” 
excerpts  from  her  work  as  portrayed  by  Jackson 
actors,  will  be  shown.  A reception  will  be  given 
for  Miss  Welty  and  her  friends  in  the  Archives 
and  History  Building  following  the  seminar. 

Affiliate  artists  Roni  Dengel,  actress  and  danc- 
er, and  Gwendolyn  Sims,  opera  singer,  will  col- 
laborate their  talents  to  present  a seminar  of  the 
techniques  and  styles  of  opera  and  acting.  This 
“informance”  is  scheduled  for  10:00,  Thursday, 
May  3,  in  the  Education  and  Research  Auditori- 
um. 

Two  seminars  on  children’s  literature  will  be 
presented  by  Jacqueline  Jackson,  widely  read  au- 
thor of  children’s  literature.  The  first  of  these 


Many  Jackson  area  physicians’  wives  are  serving  in 
different  capacities  to  prepare  for  the  1973  Arts 
Festival.  Left  to  right;  standing  are:  Mrs.  Louis  Guy, 
Box  Office  co-chairmen;  Mrs.  John  H.  Mills,  Coli- 
seum Decoration  Chairman;  Mrs.  W.  Robert  Hudg- 
ins, co-chairman.  Coffeehouse  Entertainment;  ( seated ) 
Mrs.  Kenneth  Reed,  chairman.  Coffeehouse  Enter- 
tainment; and  Mrs.  James  D.  Gordon,  co-chairman, 
Coffeehouse  Entertainment. 


seminars  is  planned  for  May  2,  at  4:00,  in  the 
Education  and  Research  Auditorium.  Among 
Ms.  Jackson’s  works  are  Julie’s  Sloth,  The  Or- 
chestra Mice,  and  The  Taste  of  Spruce  Gum 
which  was  an  American  Library  Association  No- 
table Book  of  1966. 

An  exciting  addition  to  this  year’s  festival  is  the 
International  Pavilion  which  will  be  completely 
different  from  any  other  exhibit  the  festival  has 
ever  had  in  its  10  year  history.  Germany,  Japan, 
Greece,  and  Kenya  will  be  the  featured  countries 
with  one  of  these  being  spotlighted  each  day  with 
live  entertainment  outside  along  the  midway. 
Hostesses  from  each  country  will  be  dressed  in 
native  costumes  and  will  guide  festival  goers 
throughout  the  exhibit  building  as  they  view  vis- 
ual displays  of  all  four  countries. 

Special  features  of  the  International  Pavilion 
will  be  German  graphic  art,  a German  pianist,  an 
authentic  Japanese  garden  and  tearoom,  Japanese 
flower  arranging,  Greek  tapestry  rugs,  Greek 
dancers  in  costume,  and  original  art  from  the 
African  Museum  at  Southern  Methodist  Univer- 
sity. 

As  in  years  past,  this  year’s  festival  will  offer 
a full  bill  of  entertainment  for  children.  The 
Youth  Pavilion,  entitled  “Where  in  the  World,” 
will  allow  children  to  use  their  imagination  and 
creativity  as  they  walk  and  play  through  a desert, 
a tropical  rain  forest,  the  Orient,  Americana,  and 
the  Arctic.  Along  these  pathways  the  youngsters 
will  be  able  to  observe  craftsmen  working  with 
native  crafts  of  the  regions;  to  see  and  touch 
manikins  dressed  in  the  typical  costumes  of  the 
people  of  the  different  regions;  and,  to  climb  and 
play  on  objects  designed  to  represent  the  archi- 
tectural features  of  the  regions. 

The  ’73  Coffeehouse,  “The  Billboard,”  will  fea- 
ture college  art.  Artisans  in  Action  will  be  back 
in  full  swing  with  more  than  125  artisans  creating 
objects  of  beauty  and  usefulness.  This  year’s  fes- 
tival will  also  present  The  Burford  Circus  of  the 
Performing  Arts  with  an  accompanying  art  show, 
a noted  Shakesperian  group,  an  arts  and  crafts 
show  featuring  Edith  Sweet’s  English  brass  rub- 
bings, and  a Leonardo  da  Vinci  exhibit  in  the 
Old"  Capitol. 

Wives  of  physicians,  dentists,  and  others  of 
the  medical  community  have  always  been  strong 
supporters  of  the  Mississippi  Arts  Festival  and 
this  year  is  no  exception.  Medical  wives  filling 
chairman  and  co-chairman  positions  on  commit- 
tees are:  Mrs.  Louis  Guy,  auditorium;  Mrs.  Ken- 
neth Reed,  coffee  house  entertainment;  Mrs.  Rob- 
ert Hudgins,  coffee  house  entertainment;  Mrs. 
John  Mills,  coliseum  decorations;  and,  Mrs.  Guy 
Gillespie,  Eudora  Welty  reception. 
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In  adopting  a report  dealing  with  new  federal 
regulations  in  regard  to  blood  collection  and  dis- 
tribution, the  House  recommended  that  operating 
standards  of  the  American  Association  of  Blood 
Banks  and  the  American  Red  Cross  be  recognized 
and  accepted;  that  physicians  be  represented  on 
any  national  panel  set  up  to  advise  on  procure- 
ment or  use  of  blood,  and  that  programs  to  in- 
crease voluntary  blood  donation  be  encouraged. 

The  Council  on  Long  Range  Planning  and  De- 
velopment will  be  expanded  to  include  one  intern 
and  resident  member  of  the  AMA  as  a full  voting 
member,  and  for  the  first  time,  a medical  student 
took  his  seat  in  the  House  of  Delegates.  The 
House  set  annual  dues  for  student  AMA  mem- 
bers at  $15.00. 

Delegates  were  informed  that  an  Internal  Rev- 
enue Service  ruling  which  barred  physicians  from 
withdrawing  voluntary  contributions  to  their 
Keogh  Law  plan  prior  to  disability  or  age  59Vi 
will  be  revised  to  permit  withdrawal  of  such  con- 
tributions made  to  a qualified  plan  prior  to  Mar. 
6,  1972.  The  AMA  had  strongly  protested  the 
ruling,  and  the  House  complimented  AMA  staff 
for  its  “prompt  and  effective  action.” 

The  House  selected  Dr.  George  Hoyt  Whipple, 
winner  of  the  1934  Nobel  Prize  in  medicine,  to 
receive  the  Distinguished  Service  Award  of  the 
AMA  at  the  1973  annual  meeting  in  New  York. 
Dr.  Whipple,  now  94,  won  the  Nobel  Prize  for 
his  work  in  pernicious  anemia,  particularly  in  the 
use  of  liver  in  treatment.  He  was  also  recognized 
for  founding  the  University  of  Rochester  School 
of  Medicine  and  Dentistry. 

Leslie  Townes  (Bob)  Hope  received  the  Lay- 
man’s Citation  for  Distinguished  Service  in  recog- 
nition of  his  contributions  to  the  Eisenhower 
Medical  Center  in  Palm  Springs,  Cal.,  including 
its  80-acre  site,  which  total  nearly  $1.5  million. 
Mr.  Hope  had  also  staged  fund  raising  dinners 
which  had  brought  another  $3.5  million  to  the 
center. 

The  House  recognized  Dr.  C.  D.  Taylor  of  Pass 
Christian,  retiring  delegate  from  the  MSMA,  and 
commended  him  for  loyal  and  outstanding  service. 

Dr.  William  E.  Lotterhos  of  Augusta,  Ga., 
former  speaker  of  the  MSMA  House  of  Delegates, 
was  elected  chairman  of  the  AMA  Council  on 
Scientific  Assembly. 

(This  report  was  prepared  by  Dr.  G.  Swink 
Hicks  of  Natchez,  Delegate  to  AMA.) 

Expression  of  Delegates.  Your  AMA  Delegates 
express  their  appreciation  to  our  own  House  of 
Delegates,  to  the  Board  of  Trustees  with  whom 
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we  sit  at  all  meetings,  and  to  the  general  officers 
for  support,  assistance,  and  continuing  communi- 
cation so  that  we  may  be  properly  prepared  to 
represent  your  wishes  and  policy  positions. 

REPORT  OF  THE  BOARD  OF  TRUSTEES 

Organization  and  Duties.  The  Board  of  Trust- 
ees is  the  executive  and  governing  body  of  the  as- 
sociation during  vacation  of  the  House  of  Dele- 
gates. It  is  additionally  charged  with  the  duties 
and  responsibilities  prescribed  by  law  for  direc- 
tors of  corporations.  In  the  discharge  of  these 
duties,  the  Board  shall  have  conducted  four  meet- 
ings during  the  1972-73  association  year  consist- 
ing of  seven  meeting  days.  Seven  officers  sit  with 
the  Board  of  Trustees  at  all  meetings.  They  are 
the  president,  president-elect,  secretary-treasurer, 
speaker,  vice  speaker,  and  the  two  AMA  dele- 
gates. 

This  annual  report  includes  actions  on  matters 
referred  to  the  Board  by  the  House  of  Delegates 
and  items  relating  to  the  management  and  policy 
functions  which  are  among  the  Board's  responsi- 
bilities. 

Referrals  from  the  House  of  Delegates.  Matters 
referred  to  the  Board  of  Trustees  at  the  104th 
Annual  Session  and  actions  by  the  House  requir- 
ing further  actions  by  the  Board  include: 

(a)  Resolution  Nos.  2,  3,  and  7.  These  resolu- 
tions concerned  the  subject  of  chiropractic  and 
are  reported  elsewhere  in  this  annual  report. 

(b)  Resolution  No.  4.  This  resolution  urged 
the  employment  of  a management  consultant  firm 
to  make  a survey  of  the  American  Medical  Asso- 
ciation headquarters.  At  the  June,  1972  AMA 
Annual  Session,  Resolution  No.  80  was  intro- 
duced which  called  for  a management  consultant 
firm  to  make  a survey  of  AMA  headquarters. 
The  resolution  was  referred  to  the  AMA  Council 
on  Long  Range  Planning  and  Development. 

(c)  Resolution  No.  5.  This  resolution  com- 
mended Mr.  Rowland  B.  Kennedy  for  his  service 
to  the  association  and  recommended  recognition 
of  that  service  by  presentation  of  a plaque  and 
honorary  membership  in  the  association.  Mr. 
Kennedy  was  presented  with  a plaque  by  the  asso- 
ciation president  at  the  March,  1973  meeting  of 
Central  Medical  Society  (the  sponsor  of  Resolu- 
tion No.  5).  A recommended  change  in  the  asso- 
ciation’s constitution  and  by-laws  to  grant  hon- 
orary membership  will  be  before  the  Council  on 
Constitution  and  By-Laws  at  the  105th  Annual 
Session. 

(d)  Resolution  No.  6.  This  resolution  urged 
statutory  protection  for  the  peer  review  process. 
Legislation  was  introduced  for  this  purpose  dur- 
ing the  1973  Regular  Session  of  Mississippi  Leg- 
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islature  but  not  acted  upon  favorably.  It  should 
be  noted  in  this  regard  that  Public  Law  92-603 
(Medicare  and  Medicaid  Amendments  of  1972) 
which  was  enacted  by  Congress  subsequent  to 
adoption  of  Resolution  No.  6,  provides  statutory 
protection  for  the  peer  review  process  when  per- 
formed under  the  Professional  Standards  Review 
Organization  mechanism. 

(e)  Resolution  No.  8.  This  resolution  urged 
necessary  legislation  to  require  insurance  cover- 
age for  newborn  infants.  Such  legislation  was  in- 
troduced during  the  1973  Regular  Session  of  the 
Mississippi  Legislature.  It  had  passed  the  House 
of  Representatives  and  was  pending  in  the  Senate 
at  the  time  this  report  was  written. 

(f)  Resolution  No.  9.  This  resolution  directed 
the  Board  of  Trustees  to  work  with  all  third  par- 
ty purveyors  of  medical  care  to  establish  informa- 
tion concerning  policy  changes,  values,  charges 
and  treatment  of  patients  between  them  and  phy- 
sicians. The  Board  has  acted  to  strengthen  and 
improve  relationships  with  third  party  payors  in 
Mississippi  through  the  MSMA  sponsored  Mis- 
sissippi Foundation  for  Medical  Care,  Inc.,  the 
Physicians’  Advisory  Committee  to  the  Mississip- 
pi Medicaid  Commission  and  the  Peer  Review 
Committee.  Activities  in  these  several  regards  are 
reported  elsewhere  in  this  annual  report. 

Nominations  for  the  State  Board  of  Health.  No 
vacancies  occurred  on  the  State  Board  of  Health 
in  1972  and  it  was  therefore  unnecessary  for  the 
House  of  Delegates  to  make  nominations  to  the 
Governor  at  the  104th  Annual  Session.  Acting 
on  nominations  made  in  1971  at  the  103rd  An- 
nual Session,  Governor  Waller  made  the  follow- 
ing appointments  for  six  year  terms:  Public 
Health  District  6,  Dr.  Joseph  G.  McKinnon,  Hat- 
tiesburg; Public  Health  District  7,  Dr.  W.  Mon- 
cure Dabney,  Crystal  Springs;  and  Public  Health 
District  8.  Dr.  Wilfred  Q.  Cole,  Jr.,  Jackson. 

CHAMPUS.  The  association  concluded  its 
16th  year  as  fiscal  administrator  for  CHAMPUS 
(Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services)  in  Mississippi.  The  program 
continues  to  grow  with  an  increase  in  claims  vol- 
ume of  23  per  cent  and  a dollar  volume  increase 
of  25  per  cent  in  1972.  A seven-member  physi- 
cian committee  serves  as  the  review  committee 
for  the  program. 

Insurance  Programs.  There  are  approximately 
2,600  contracts  among  1,350  members  in  the  as- 
sociation’s two  major  group  insurance  programs. 
The  association  sponsors  a hospitalization  group 
with  Blue  Cross  and  general  accident,  disability, 
health  and  life  groups  with  the  Continental  Com- 
panies. The  latter  groups  are  administered  by 


Thomas  Yates  and  Company  of  Jackson  and 
there  are  some  1,500  contracts  in  force.  Improve- 
ments in  these  contracts  during  the  year  have  in- 
cluded a $100,000  Excess  Major  Medical  Plan, 
an  optional  90-day  waiting  period  under  the  Dis- 
ability Income  Plan  and  increases  in  covered 
room  expenses  under  the  Catastrophe  Hospital 
Plan. 

Additionally,  the  association  sponsors  a profes- 
sional liability  insurance  program  with  the  St. 
Paul  Companies.  There  are  about  1,100  partici- 
pants in  this  program.  Despite  authorized  in- 
creases in  premiums  during  the  year  based  upon 
actuarial  requirements,  the  program  still  enjoys 
a comparatively  low  premium  rate.  The  Board 
closely  monitors  all  association  sponsored  insur- 
ance programs. 

Budget  and  Finance.  The  Council  on  Budget 
and  Finance  met  in  November,  1972  and  pre- 
pared the  1973  budget  which  was  presented  to 
the  Board  in  accordance  with  established  proce- 
dure. The  annual  audit  shall  have  been  reviewed 
by  the  Board  prior  to  the  annual  session  and  the 
budget  will  be  presented  to  the  House  of  Dele- 
gates in  the  customary  manner. 

Legislative  Program.  The  1973  Regular  Ses- 
sion of  the  Mississippi  Legislature  convened  in 
Jackson  on  January  2,  1973.  The  Council  on 
Legislation  held  meetings  prior  to  and  during  the 
session  for  purposes  of  organizing  and  monitoring 
the  association's  legislative  program.  The  Coun- 
cil joined  the  Board  in  conducting  a dinner  for 
members  of  the  House  and  Senate  Public  Health 
Committee  during  January.  Other  activities  have 
included  production  of  the  weekly  legislative 
newsletter  and  continuation  of  the  Emergency 
Medical  Care  Unit  at  the  Capitol. 

The  state  medical  association  had  a six  point 
legislative  program  for  the  1972  Regular  Session: 
(1)  State  Medical  Examiner  Act;  (2)  unified 
claim  form  for  physicians’  services;  (3)  health  in- 
surance coverage  for  newborns;  (4)  legal  shelter 
for  peer  review;  (5)  strengthen  driver  limitation 
requirements;  and  (6)  prohibit  cult  of  chiroprac- 
tic from  acting  as  scientific  provider  of  health  ser- 
vices. 

MECO.  The  Medical  Education  Community 
Orientation  program  consisting  of  10  weeks  in  a 
hospital  environment  with  a structured  curriculum 
was  approved  by  the  Board  of  Trustees  to  con- 
tinue for  the  summer  of  1973.  It  was  developed 
as  a joint  project  of  the  state  medical  association, 
state  hospital  association,  and  Mississippi  chapter 
of  the  Student  American  Medical  Association. 
The  students  themselves  have  performed  much 
of  the  necessary  correspondence,  administrative 
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work,  and  all  matching  of  applicants  with  hospital 
vacancies. 

Mississippi  Foundation  for  Medical  Care.  The 
Mississippi  Foundation  for  Medical  Care  was  or- 
ganized in  August,  1971  as  a wholly-owned,  vol- 
untary corporation  controlled  by  the  Mississippi 
State  Medical  Association.  As  is  true  with  all 
medical  care  foundations,  the  Mississippi  organi- 
zation has  two  classifications  of  membership,  ad- 
ministrative and  participating. 

Administrative  members  are  the  Trustees  of 
the  state  medical  association,  and  in  them  are 
vested  two  important  authorities.  The  Board  of 
Trustees  appoints  the  foundation’s  Board  of  Di- 
rectors, assuring  that  the  will  of  the  medical  as- 
sociation extends  into  every  organizational  and 
operational  aspect  of  the  foundation.  The  Trust- 
ees may  also  amend  the  foundation’s  By-Laws, 
another  measure  of  physician  control.  Participat- 
ing members  are  those  physicians,  either  mem- 
bers of  the  state  medical  association  or  who  are 
fully  qualified  for  membership,  who  voluntarily 
apply  for  membership  to  avail  themselves  of  foun- 
dation benefits.  No  dues  are  charged  for  partici- 
pating membership. 

During  the  past  year  the  foundation  addressed 
itself  primarily  to  organizational  activities.  Mem- 
bership doubled  so  that  now  over  70  per  cent  of 
MSMA  members  in  full-time  active  practice  are 
members  of  the  foundation. 

More  recently  the  foundation  has  begun  study 
and  development  of  professional  fee  schedules. 
Preliminary  and  informal  discussions  have  been 
held  with  the  president  of  Mississippi  Hospital 
and  Medical  Service  (Blue  Cross-Blue  Shield) 
concerning  upgrading  of  current  contracts  to  a 
usual  and  customary  fee  basis. 

With  the  passage  of  Public  Law  92-603,  med- 
ical care  foundations  will  become  primary  mech- 
anisms for  implementation  of  Professional  Stan- 
dards Review  Organizations  (PSRO).  These  or- 
ganizations may  be  composed  entirely  of  practic- 
ing physicians.  They  will  be  responsible  for  re- 
view of  all  professional  services  provided  under 
Medicaid  and  Medicare  with  respect  to  the  ap- 
propriateness of  such  services  when  provided  on 
an  inpatient  basis  and  the  necessity  and  quality 
of  such  services.  The  PSRO  review  system  will 
be  similar  in  many  respects  to  the  Experimental 
Medical  Care  Review  Organization  (EMCRO) 
system  developed  by  the  association  under  a grant 
from  the  National  Center  for  Health  Services  Re- 
search and  Development. 

The  MFMC  will  conduct  an  annual  member- 

1 82 


ship  meeting  in  conjunction  with  the  105th  An- 
nual Session. 

Experimental  Medical  Care  Review  Organiza- 
tion. Approximately  two  years  ago,  the  Missis- 
sippi State  Medical  Association  received  a grant 
award  of  $369,000  from  the  National  Center  for 
Health  Services  Research  and  Development 
(NCHSRD  of  HEW)  to  develop  a physician- 
sponsored  system  of  evaluating  the  quality  of 
medical  care.  The  funding  period  is  June  30, 
1971,  through  May  31,  1973.  The  primary  goal 
is  to  improve  the  quality  of  medical  care  in  Mis- 
sissippi and  produce  lasting  and  tangible  results. 

The  first  major  objective  of  the  EMCRO  has 
been  development  of  a hospital  inpatient  care  re- 
view system.  This  system  has  involved  establish- 
ing criteria  of  care  for  70  diagnoses  or  surgical 
procedures.  Criteria  considerations  or  parameters 
for  selection  (criteria  tests)  include  indications 
for  hospital  admission,  services  rendered  in  the 
hospital  and  length  of  stay.  A machine  readable 
coding  form  has  been  developed  to  computer 
adapt  hospital  discharge  cases  for  rapid  review 
with  computer  comparisons  to  the  established  cri- 
teria of  care. 

Following  computer  selection,  cases  are  re- 
viewed first  by  a nurse  (RN)  coordinator  and 
then  by  a reviewing  physician.  The  coordinator 
makes  the  determination  whether  a case  should 
be  re-entered  as  normal  data  or  whether  a case 
should  be  reviewed  further  by  a reviewing  physi- 
cian. The  physician  evaluates  the  findings  made 
by  the  coordinator  and  determines  which  cases 
will  be  returned  to  the  hospital  for  further  review 
and  follow-up.  The  hospital  should  complete  the 
screening  cycle  by  re-checking  the  cases  for  any 
coding  errors. 

The  EMCRO  provides  each  participating  hos- 
pital with  a questionnaire  for  documenting  its  re- 
view committee’s  comments  and  final  decision. 
This  information  which  a completed  question- 
naire provides  can  be  used  by  a hospital  as  a part 
of  its  permanent  file  or  as  a guide  to  initiate  cor- 
rective action.  When  this  information  is  returned 
to  the  EMCRO,  it  can  be  used  as  a type  of  “feed- 
back” mechanism  to  assist  in  refining  the  criteria, 
in  revising  the  input  form  and  in  capturing  other 
pertinent  information  on  the  case. 

The  chief  educational  products  of  the  system 
are  data  analyses  reports  sent  monthly  to  each 
participating  hospital.  These  reports  possess  the 
following  characteristics: 

( 1 ) Neither  patient  nor  physician  are  identified 
other  than  by  code  (except  upon  request). 

(2)  Reports  are  printed  narrative  utilizing 
spelled  out  medical  terminology. 
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(3)  The  reports  pertain  to  the  hospital  to 
which  sent  but  compare  the  hospital  to  the  per- 
formance of  other  hospitals  with  respect  to  the 
criteria  of  care. 

The  EMCRO  has  35  hospitals  participating  in 
its  inpatient  system.  Major  activities  are  refining 
the  criteria,  revising  the  input  form  and  encourag- 
ing more  physicians  and  other  medical  profes- 
sionals to  become  more  involved  in  developing 
the  system. 

The  second  major  objective  of  the  EMCRO 
has  been  development  of  a hospital  emergency 
room  care  review  system.  The  development  of 
this  system  has  involved  establishing  emergency 
room  criteria  of  care  for  20  conditions  or  diag- 
noses. A machine  readable  input  form  is  being  de- 
veloped to  computer  adapt  hospital  ER  cases  for 
review  with  computer  comparisons  to  the  estab- 
lished criteria  of  care. 

The  EMCRO's  inpatient  and  emergency  room 
care  review  systems  are  very  closely  aligned.  The 
goal  is  to  ultimately  integrate  the  two  systems  so 
that  the  entire  spectrum  of  hospital-based  care 
can  be  reviewed  through  a single  retrospective 
system. 

The  third  major  objective  of  the  EMCRO  has 
been  development  of  a hospital  concurrent  care 
review  and  length  of  stay  monitoring  system.  This 
aspect  of  the  overall  program  was  funded  by  the 
Mississippi  Regional  Medical  Program  as  a pilot 
project  for  one  community  hospital  over  a 14- 
month  period.  The  basic  objective  of  this  system 
is  to  monitor  care  quality  as  it  is  being  rendered; 
and  also,  to  monitor  length  of  stay  so  that  an  ex- 
tended stay  may  be  certified  as  a necessary  stay 
prior  to  the  rendering  of  the  service.  This  system 
serves  to  continuously  upgrade  the  quality  of 
medical  care,  act  as  a means  of  continued  educa- 
tion for  providers  of  medical  care  and  at  the  same 
time  reduce  the  overall  medical  cost  per  patient. 
This  system  has  relieved  the  hospital  of  unde- 
sired retrospective  denial  of  payment  in  services 
already  rendered. 

With  this  system,  hospital  admissions  are  as- 
signed a length  of  stay  (PAS — 50  per  cent)  so 
that  the  attending  physician  is  aware  of  this  infor- 
mation. A nurse  (RN)  coordinator  monitors  the 
care  following  the  respective  EMCRO  criteria  and 
the  duration  of  stay  using  PAS  profiles.  Any  ad- 
ditional stay  has  to  be  certified  by  some  physi- 
cian other  than  the  attending  physician.  If  there 
is  a difference  of  opinion  between  the  attending 
and  the  review  physician,  then  the  hospital’s  utili- 
zation review  committee  is  asked  to  rule  on  the 
unsettled  case. 

The  fourth  major  objective  of  the  EMCRO  is 


development  of  a skilled  nursing  home  concurrent 
care  review  and  length  of  stay  monitoring  system. 
The  intent  of  this  system  is  to  extend  the  same 
type  of  concurrent  care  review  and  length  of  stay 
monitoring  for  the  acute  care  hospital  into  skilled 
nursing  facilities. 

The  procedure  will  be  much  the  same  as  that 
of  the  acute  care  hospital  with  ultimate  transfer 
of  patients  to  different  levels  of  nursing  care  and/ 
or  home  health  care  programs.  Review  physicians 
and  medical  community  specialty  consultants  will 
serve  for  both  the  acute  care  hospital  and  the 
skilled  nursing  facility.  Agreement  with  one  of  the 
ECF's  in  the  state  has  already  been  obtained  to 
initiate  this  program. 

MSMA  has  applied  for  a third  year  funding  of 
the  EMCRO  project.  This  application  for  addi- 
tional funding  has  been  submitted  to  the 
NCHSRD  of  HEW.  This  year’s  objectives  are: 

( 1 ) Continuance  of  the  development  of  the 
hospital  inpatient  care  review  system. 

(2)  Continuance  of  the  development  of  the 
hospital  emergency  room  care  review  system. 

(3)  Continuance  of  the  hospital-based  con- 
current care  review  and  length  of  stay  monitoring 
system. 

(4)  Development  of  a concurrent  care  review 
and  length  of  stay  monitoring  system  for  skilled 
nursing  homes. 

Journal  MSMA.  The  Journal  has  concluded 
its  13th  consecutive  year  of  continuous  publica- 
tion with  the  156th  issue  in  December  1972.  It 
remains  the  largest  single  association-sponsored 
project  and  is  a team  effort  among  the  Editors, 
Committee  on  Publications,  and  Journal  staff. 
The  thrust  of  the  Journal  continues  solidly 
around  Mississippi  medicine,  the  association,  and 
the  Mississippi  physician. 

Total  pages  and  advertising  pages  and  revenues 
decreased  from  1971,  and  printing  costs  contin- 
ued to  rise.  The  page  numbers  were  down  because 
of  a decrease  in  the  numbers  of  scientific  articles 
and  editorials  submitted  for  publication.  Adver- 
tising to  scientific-editorial  ratio  increased  from 
the  1971  level,  largely  because  of  decrease  in  the 
size  of  the  book.  The  staff  has  worked  with  the 
Ovid  Bell  Press  to  achieve  every  possible  econ- 
omy in  the  face  of  rising  costs  and  lowered  rev- 
enues, including  a change  of  paper,  careful  book 
design,  and  sparing  use  of  color. 

Among  the  services  the  Journal  contributes 
to  the  association  by  publishing  and  absorbing 
costs  are:  complete  program  of  the  105th  An- 
nual Session,  Handbook  and  proceedings  of  the 
House  of  Delegates,  Constitution  and  By-Laws, 
publication  of  special  issues  with  reprints,  regu- 
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lar  listing  of  component  medical  society  officers 
and  meeting  dates. 

The  Board  expresses  appreciation  to  the  Edi- 
tors, committee  and  staff  in  the  production  of  this 
vital  membership  service. 

MPAC.  The  Mississippi  Medical  Political  Ac- 
tion Committee  conducted  its  most  active  pro- 
gram to  date  during  the  past  year.  A report  on 
expenditures  has  been  made  to  PAC  members  and 
carried  in  the  MSMA  report.  We  urge  continued 
participation  in  MPAC  and  AMPAC  by  all  mem- 
bers. 

MSMA  Membership.  At  the  104th  Annual  Ses- 
sion of  the  association,  the  House  of  Delegates 
took  note  of  a decrease  in  association  member- 
ship as  reported  by  the  Secretary-Treasurer  and 
urged  attention  to  this  matter  by  appropriate  of- 
ficers of  the  association.  The  association’s  By- 
Laws  charge  the  president-elect  and  the  three 
vice-presidents  with  the  responsibility  of  member- 
ship recruitment  under  the  direction  of  the  presi- 
dent. These  officers  met  in  Jackson  on  Oct.  6, 
1972.  An  analysis  of  the  association’s  annual 
membership  reports  for  the  past  several  years  re- 
vealed that  a decline  in  association  membership 
began  in  1971,  the  year  the  association  began 
making  direct  billings  to  members  from  our  cen- 
tral office. 

Recognizing  the  administrative  advantages  of 
the  direct  billing  system,  your  president,  presi- 
dent-elect and  vice-presidents  have  acted  to  estab- 
lish an  annual  follow-up  system  to  reach  the 
MSMA  member  who  fails  to  respond  to  the  direct 
billing  system.  Briefly,  the  system  consists  of  a 
membership  solicitation  letter  to  the  former  mem- 
ber signed  by  the  president,  president-elect  and 
appropriate  district  vice-president.  If  no  response 
is  received  to  the  solicitation  letter,  then  the  ap- 
propriate district  vice-president  arranges  for  a 
personal  membership  solicitation  contact  to  be 
made.  All  contact  with  a former  member  is  coor- 
dinated through  his  component  medical  society 
secretary.  At  the  time  of  this  report  34  former 
MSMA  members  had  rejoined  the  medical  asso- 
ciation. 

Organization  of  the  Board.  One  new  Trustee, 
Dr.  Gerald  T.  Gable  of  Hattiesburg,  District  7, 
was  welcomed  to  the  Board  during  1972-73.  Of- 
ficers of  the  Board  during  the  year  are  Drs.  J.  G. 
Davis,  Corinth,  chairman;  James  O.  Gilmore,  Ox- 
ford, vice  chairman;  and  Everett  H.  Crawford, 
Tylertown,  secretary. 

REPORT  OF  THE  COUNCIL  ON 
SCIENTIFIC  ASSEMBLY 

Organization  and  Duties.  The  Council  on  Sci- 
entific Assembly  is  a constitutional  body  of  the 
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House  of  Delegates,  charged  with  the  responsibil- 
ity of  planning  the  annual  session  of  the  associa- 
tion to  include  all  scientific  activities,  program- 
ming, and  the  scheduling  of  annual  session  events. 
The  council  membership  consists  of  the  chairman 
and  secretaries  of  the  seven  scientific  sections 
and  the  secretary-treasurer  of  the  association,  a 
total  of  1 5 members. 

105th  Annual  Session.  Planning  and  organi- 
zation of  the  105th  Annual  Session  was  initiated 
in  the  summer  of  1972.  The  format  suggested  in 
the  By-Laws  and  approved  by  the  House  of  Dele- 
gates has  been  continued  with  general  sessions 
centered  around  broad  areas  of  specialty  inter- 
ests. To  the  maximum  possible  extent,  conflicts 
in  schedules  and  programming  have  been  elim- 
inated, although  as  a practical  matter,  such  total 
elimination  is  not  possible.  In  some  instances,  the 
council  has  requested  and  placed  essayists  from 
various  specialty  societies  not  represented  in  the 
Scientific  Assembly  before  section  audiences. 

We  are  gratified  that  at  the  present  annual  ses- 
sion, 15  specialty  societies  have  related  or  con- 
current meetings  with  us.  Four  medical  alumni 
groups  have  fraternal  and  social  occasions,  and 
various  nonscientific  but  medically  related  bodies 
will  meet  during  April  29-May  3.  We  continue 
to  believe  that  providing  for  and  encouraging 
these  related  meetings  increases  the  attractiveness 
of  the  annual  session  to  the  membership  and  ben- 
efits attendance.  We  are  glad  to  continue  support 
of  the  Woman’s  Auxiliary  and  its  concurrent  an- 
nual session  with  us. 

Medical  television  on  the  agenda  for  the  105th 
Annual  Session  will  feature  films  of  surgery  per- 
formed at  the  V.A.  Center  in  Jackson.  Films  will 
be  shown  on  May  1 and  2.  We  are  gratified  with 
the  presentations  in  the  scientific  exhibit,  and  we 
urge  every  member  and  guest  to  view  these  and 
the  Technical  Exhibits. 

Technical  Exhibit.  Your  council  notes  that 
ethical  pharmaceutical  firms,  suppliers,  and  oth- 
ers eligible  for  purchase  of  space  in  our  Technical 
Exhibit  are  declining  our  invitation  to  participate 
in  growing  numbers.  This  is  not  confined  to  Mis- 
sissippi, because  other  state  medical  associations, 
major  state  specialty  societies,  and  national  or- 
ganizations are  having  the  same  experience. 

Federal  drug  legislation,  changing  concepts  in 
marketing,  and  tighter  budgets  for  advertising 
have  taken  a toll  of  technical  exhibit  revenues. 
We  have  circularized  more  potential  exhibitors 
than  ever  before,  and  we  continue  to  do  all  things 
possible  to  increase  this  participation. 

Your  council  has  investigated  the  possibility 
of  making  the  annual  session  self-sustaining. 
Based  upon  past  registration  it  would  cost  some 
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$10-15  per  MSMA  registrant  to  conduct  the  an- 
nual session. 

Headquarters  Hotel.  The  annual  session  will 
be  held  at  the  Sheraton-Biloxi  for  the  third  year. 
Based  upon  action  by  the  Board  of  Trustees  a 
committee  was  appointed  last  fall  consisting  of 
the  President  and  Chairman  of  the  Council  to  re- 
view our  annual  session  contract  with  the  Shera- 
ton-Biloxi and  to  investigate  possible  new  sites 
for  our  annual  sessions.  With  respect  to  the  for- 
mer the  Sheraton-Biloxi  has  implemented  certain 
changes  for  this  year’s  meeting  which  hopefully 
will  improve  our  convention.  We  urge  each  regis- 
trant to  complete  the  Sheraton  “service  question- 
naire" located  in  their  room  so  that  we  may  know 
your  views  on  the  services  provided  by  the  Shera- 
ton staff  at  this  year’s  meeting.  Pending  comple- 
tion of  the  Holiday  Inn  convention  hotel  in  Jack- 
son,  the  Buena  Vista  Hotel  is  the  only  other  facil- 
ity which  can  accommodate  our  annual  meeting. 

Expression  of  the  Council.  Your  council  on 
Scientific  Assembly  is  grateful  for  the  support,  co- 
operation, and  assistance  we  have  received  in 
planning  the  105th  Annual  Session  of  the  associa- 
tion. 

REPORT  OF  THE  COUNCIL  ON 
MEDICAL  SERVICE 

Organization  and  Duties.  The  Council  on  Med- 
ical Service  is  a constitutional  body  of  the  House 
of  Delegates,  consisting  of  nine  members,  one 
from  each  association  district,  elected  for  terms 
of  three  years  each.  There  are  three  ex  officio 
members  who  are  our  president,  president-elect, 
and  secretary-treasurer.  The  council  is  charged 
with  the  responsibility  of  ascertaining  and  study- 
ing all  aspects  of  medical  care  in  Mississippi.  Un- 
der the  council’s  jurisdiction  are  assigned  activ- 
ities of  the  association  in  medical  service,  emer- 
gency service  programs,  medical  care  for  the  in- 
digent, and  the  work  of  allied  medical  agencies 
and  organizations. 

The  council  is  assisted  by  seven  committees, 
five  constitutional  and  two  ad  hoc.  These  embrace 
a wide  range  of  subject  areas  in  our  purview  of 
responsibility,  including  maternal  and  child  care, 
blood  and  blood  banking,  mental  health,  occupa- 
tional health,  nursing,  family  planning  and  college 
health. 

Maternal  and  Child  Care.  The  committee  has 
continued  its  study  of  maternal  deaths  occurring 
in  Mississippi  and  meets  quarterly  for  this  pur- 
pose. Individual  committee  members  regularly 
prepare  case  reports  for  publication  in  the  Jour- 
nal MSMA.  During  the  year  the  committee  was 
represented  on  a Committee  on  Maternal  and 
Child  Care  panel  discussion  at  the  District  VII 
meeting  of  the  American  College  of  Ob-Gyn. 


The  committee  works  closely  with  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the  Univer- 
sity Medical  Center.  The  committee  plans  to  up- 
date its  “Maternal  Health  Desk  Cards”  with  the 
assistance  of  the  Department.  The  committee  con- 
tinues to  distribute  the  cards  to  hospitals  through 
chiefs-of-staff  and  chiefs  of  ob-gyn  services. 

The  committee’s  chairman  is  Dr.  William  B. 
Wiener  of  Jackson  and  the  committee  has  con- 
sultants in  medicine,  pathology,  and  anesthesiol- 
ogy- 

Blood  and  Blood  Banking.  This  committee  is 
responsible  for  oversight  of  blood  and  blood 
banking  activities  in  Mississippi.  The  committee 
chairman  is  Dr.  Warren  N.  Bell  of  Jackson. 

Nursing.  This  committee  was  accorded  con- 
stitutional status  at  the  104th  Annual  Session  of 
the  association.  The  committee  conducts  an  ac- 
tive program  of  liaison  with  the  Mississippi 
Nurses  Association  serving  as  the  medical  asso- 
ciation’s representatives  on  the  MSMA/MNA 
Joint  Practice  Committee.  The  chairmen  of  the 
two  committees  attended  the  National  Joint  Prac- 
tice Commission  meeting  conducted  in  the  Fall 
of  1972. 

During  the  year  the  Committee  on  Nursing  has 
formally  responded  to  the  Mississippi  Senate 
Committee  on  Public  Health  in  regard  to  nurse 
education  in  Mississippi.  Additionally,  the 
MSMA/MNA  Joint  Practice  Committee  has 
given  extensive  consideration  to  mechanisms  for 
formalizing  the  role  of  the  clinical  nurse  practi- 
tioner/physician’s assistant  with  a view  toward 
making  recommendations  to  the  House  of  Dele- 
gates in  this  regard.  The  chairman  of  the  com- 
mittee is  Dr.  Tom  H.  Mitchell  of  Vicksburg. 

Mental  Health.  This  committee  is  responsible 
for  oversight  of  mental  health  activities  in  the 
state.  The  chairman  of  the  committee  is  Dr.  Jerry 
M.  Ross  of  Whitfield. 

Committee  on  Occupational  Health.  This  com- 
mittee met  in  July,  1972.  Prior  to  that  time  the 
committee  had  not  met  formally  since  March, 
1967  when  it  concluded  its  study  of  “Occupation- 
al Health  Programs  in  Small  Plants.”  Based  upon 
a review  of  present  programs  and  activities  with- 
in the  committee’s  assigned  sphere  of  interest  the 
committee  has  unanimously  recommended  that 
it  be  absolved  as  a constitutional  committee  of  the 
Council  on  Medical  Service  and  that  the  associa- 
tion’s activities  in  occupational  health  be  assigned 
to  an  ad  hoc  committee  as  need  dictates.  The 
council  concurs  with  this  recommendation. 

Committee  on  College  Health  (ad  hoc).  This 
committee  is  charged  with  the  responsibility  of 
stimulating  interest  in  health  programs  and  im- 
provement of  health  facilities  on  the  college  cam- 
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puses  in  Mississippi.  The  committee  is  in  the 
process  of  surveying  the  status  of  student  health 
programs  at  the  state’s  universities  and  colleges 
and  a formal  report  will  be  published  in  this  re- 
gard. 

Other  Council  Activities.  The  council  has  con- 
tinued to  monitor  the  Medicaid  Program  and  is 
grateful  to  Dr.  Alton  B.  Cobb,  director  of  the 
Mississippi  Medicaid  Commission,  for  his  interest 
and  cooperation  in  this  regard.  A member  of  the 
council  also  serves  on  the  Physicians'  Advisory 
Committee  to  the  Mississippi  Medicaid  Commis- 
sion. 

The  council  was  pleased  to  review  a proposed 
Regional  Medical  Program  sponsored  demonstra- 
tion project  to  use  allied  health  professionals  to 
provide  medical  care  under  the  supervision  of 
physicians  in  an  area  with  a scarcity  of  health  re- 
sources. The  council  approved  the  concept  of  the 
proposed  project  and  assigned  oversight  of  the 
project  to  the  Committee  on  Nursing.  Although 
the  future  of  the  RMP  is  now  in  doubt  with  re- 
spect to  funding  of  the  program  after  June  30, 
1973,  the  council  commends  the  concept  of  the 
project  to  the  House  of  Delegates. 

In  other  activities  the  council  has  appointed  a 
committee  to  work  with  the  Committee  on 
Trauma  of  the  American  College  of  Surgeons. 
The  council  has  also  acted  to  furnish  guidance  in 
the  formation  of  an  interagency  type  committee 
to  coordinate  cancer  projects  in  Mississippi. 

Council  on  Medical  Education.  Formal  devel- 
opment of  continuing  medical  education  pro- 
grams and  the  certification  of  such  programs  as 
meeting  certain  “essentials”  with  respect  to  for- 
mat and  objectives  have  been  growing  in  impor- 
tance during  the  past  decade.  During  the  1960s 
the  AMA  Council  on  Medical  Education  devel- 
oped a program  of  survey  and  accreditation  for 
institutions  offering  courses  in  continuing  med- 


ical education  on  a regional  and/or  national  ba- 
sis. The  “Guide”  developed  by  the  council  in  this 
endeavor  was  formally  approved  by  the  AMA 
House  of  Delegates  in  1970,  as  the  “Essentials 
of  Approved  Programs  in  Continuing  Medical 
Education.” 

During  1971,  based  upon  the  interest  of  local 
hospitals,  medical  societies,  and  voluntary  health 
organizations  in  development  and  accreditation 
of  continuing  medical  education  programs,  the 
AMA  Council  on  Medical  Education  recommend- 
ed that  state  medical  associations  plan  and  spon- 
sor accreditation  programs  for  continuing  med- 
ical education  activities.  “Guidelines  for  State 
Medical  Association  Accreditation  of  Programs 
in  Continuing  Medical  Education”  were  formu- 
lated by  the  AMA  Council  on  Medical  Education 
for  this  purpose. 

Your  Council  on  Medical  Education  has  care- 
fully studied  and  proceeded  with  the  formaliza- 
tion of  a state  medical  association  sponsored  pro- 
gram for  accreditation  of  continuing  medical  edu- 
cation activities  in  Mississippi  for  presentation  to 
House  of  Delegates  at  the  105th  Annual  Session. 
The  program  will  be  entirely  voluntary  as  to  par- 
ticipants. A subcommittee  representing  the  fol- 
lowing specialty  groups  has  worked  with  the 
council  on  this  project:  Mississippi  Chapter, 
American  College  of  Surgeons;  Mississippi  Chap- 
ter, American  Academy  of  Pediatrics;  Mississippi 
Chapter,  American  Academy  of  Family  Practice; 
Mississippi  Association  of  Pathologists;  Missis- 
sippi Orthopaedic  Society;  Mississippi  Radiolog- 
ical Society;  Mississippi  Ob-Gyn  Society;  Mis- 
sissippi Society  of  Internal  Medicine;  and  Mis- 
sissippi EENT  Association. 

Additionally,  recognizing  the  interest  and  ac- 
tivity in  continuing  medical  education  of  the  Mis- 
sissippi Regional  Medical  Program  and  the  Uni- 
versity of  Mississippi  School  of  Medicine,  the 
Council  asked  representatives  of  the  two  pro- 
grams to  serve  on  the  project. 


JOURNAL  MSM A 


Computers 
Aid  Doctors 

An  experimental  North  Carolina  program  of 
accumulating  knowledge  on  human  ills  in  a com- 
puterized data  bank  may  point  the  way  toward 
a major  technological  breakthrough  that  will  have 
far-reaching  effect  on  patterns  of  practice  in  med- 
ical centers,  declares  a special  communication  in 
the  February  issue  of  the  Archives  of  Internal 
Medicine,  a publication  of  the  American  Med- 
ical Association. 

Through  use  of  computers,  information  can  be 
collected  and  stored  in  a way  that  will  allow  the 
physician  to  use  all  his  experience  to  care  for  the 
patient — not  just  the  portion  of  his  experience 
that  he  can  remember,  says  the  article. 

The  physician  will  be  able  to  use  his  own  total 
experience  and  that  of  his  medical  center,  and 
eventually  that  of  other  medical  centers  to  care 
for  his  patients.  The  computer  can  carry  more  in- 
formation in  its  memory  than  the  doctor  can,  the 
author  declares. 

The  report  describes  an  experimental  program 
begun  five  years  ago  at  the  Duke  Medical  Cen- 
ter, Durham,  N.  C.,  to  collect  computerized  data 
to  assist  physicians  in  caring  for  patients  with 
complex  cardiovascular  problems. 

“We  feel  that  we  are  now  far  enough  along  (at 
Duke)  to  begin  to  feel  the  power  of  the  data  base 
in  the  daily  practice  of  medicine.  We  intend  to 
reach  the  point  where  no  clinical  decisions  will 
be  made  on  the  care  of  any  patient  with  coronary 
artery  disease,  myocardial  infarction  (heart  at- 
tack) or  heart  block  until  the  data  bank  has  been 
searched  and  outcomes  of  patients  with  the  same 
descriptors  as  the  new  patients  have  been  given 
to  the  physician.” 

Once  the  problem  (creation  of  a data  base) 
has  been  cracked  in  a major  area  in  a single  med- 
ical center,  the  report  says,  progress  will  be  rapid. 
There  will  be  a saving  in  the  cost  of  patient  care, 
because  the  care  given  will  be  of  superior  quality. 
And  even  greater  results  will  follow  when  several 
medical  centers  begin  to  pool  their  data. 

“When  this  system  becomes  operational,  major 
changes  will  occur  in  medical  education.  The  in- 
troduction into  medicine  will  not  be  through  anat- 
omy or  biochemistry.  It  will  be  through  the  in- 
formation sciences  as  they  are  used  in  medicine.” 

Today,  medical  education  emphasizes  diagno- 
sis. In  the  future  it  will  stress  ways  of  collecting 
accurate  information  about  the  patient’s  condi- 
tion. This  information  will  then  go  into  a com- 


puter, which  can  tell  the  physician  what  hap- 
pened to  other  patients  with  identical  problems. 
The  physician  will  know  exactly  what  to  expect 
from  a given  course  of  treatment. 

However,  the  article  points  out,  these  major 
technological  changes  won’t  take  place  until  tech- 
nology can  prove  its  advantage  over  the  personal 
skill  and  knowledge  of  the  physician. 

“It  will  not  require  elaborate  programs  to  eval- 
uate the  success  or  failure  of  this  program.  If  phy- 
sicians not  using  the  system  can  compete  success- 
fully with  physicians  using  it,  the  program  has 
failed.  If  successful,  the  success  will  be  as  obvious 
as  that  of  penicillin  treatment  of  pneumonia.” 

The  research  group  believes  that  the  trial  pro- 
gram now  under  way  at  Duke  will  point  the  way 
toward  successful  use  of  computers  in  diagnosis 
of  human  ills. 

Diabetic  Youth  Camp 
Planned  at  Hattiesburg 

A group  of  interested  citizens  in  Hattiesburg 
has  been  working  for  the  past  several  months  in 
an  attempt  to  initiate  a diabetic  camp  in  Missis- 
sippi. Dr.  W.  J.  Huddleston  is  medical  advisor  and 
the  camp  will  be  called  Diabetic  Youth  Camp  of 
Mississippi. 

This  camp  will  run  from  June  2 through  June 
10,  1973,  at  Paul  B.  Johnson  State  Park.  Group 
camping  facilities  will  be  utilized  with  park  per- 
sonnel cooking  via  planned  menus.  Cooperation 
of  the  Departments  of  Nursing,  Recreation,  Med- 
ical Technology,  and  Home  Economics  of  the 
University  of  Southern  Mississippi  has  been  re- 
ceived. 

Initially,  15  to  25  campers  will  be  involved  in 
a full  week  of  camping  activities.  Primary  em- 
phasis will  be  placed  in  the  following  areas: 

(1)  showing  the  diabetic  child  that  he  can  do 
the  same  things  and  eat  the  same  types  of  food 
as  the  “normal  child”;  and 

(2)  achieving  total  chemical  control  through 
an  ongoing  program  of  diet  and  insulin  therapy. 

Funds  for  this  camp  are  being  solicited  from 
local  civic  groups.  Estimated  cost  will  be  $100.00 
per  camper.  No  camper  will  be  deprived  of  this 
camping  experience  due  to  the  inability  of  his 
family  to  pay. 

For  information  or  referrals,  contact  Donald  E. 
Woodall,  Camp  Coordinator,  P.O.  Box  1691, 
Hattiesburg,  Miss  39401. 
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FDA  Proposes  More 
X-ray  Standards 

The  Food  and  Drug  Administration  published 
in  the  Federal  Register  on  Feb.  28  a proposal  to 
require  used  diagnostic  x-ray  machines  reassem- 
bled and  sold  after  next  Aug.  15  to  meet  the  same 
standard  of  radiation  safety  performance  that  now 
applies  to  new  equipment  made  after  that  date. 

The  action,  taken  by  adding  a declaration  of 
policy  to  Radiation  Control  for  Health  and  Safety 
Act  regulations,  is  aimed  at  reducing  the  public 
health  hazard  posed  by  the  continued  use  of  older 
x-ray  machines.  Up  to  40  per  cent  of  diagnostic 
x-ray  machine  sales  are  estimated  to  be  in  used 
equipment,  much  of  which  would  not  meet  re- 
quirements of  the  new  Federal  x-ray  standard 
without  substantial  modification. 

In  a related  action,  FDA  is  proposing,  also  by 
publication  in  the  Federal  Register  Feb.  28,  a sec- 
ond declaration  of  policy  prohibiting  the  installa- 
tion after  Aug.  15  of  uncertified  major  compo- 
nents into  an  x-ray  system  comprised  entirely  of 
major  components  already  certified  as  being  in 
compliance  with  the  standard.  The  policy  would 
assure  compatibility  of  certified  system  compo- 
nents. 

The  x-ray  standard,  issued  last  year,  specifies 
exposure  reduction  capabilities  that  must  be  in- 
corporated into  x-ray  machines  and  components 
produced  after  Aug.  15.  General  purpose  station- 
ary machines,  for  example,  must  be  capable  of 
restricting  the  beam  to  the  film  or  fluoroscope  re- 
ceptor size  either  automatically  or  by  devices  to 
make  the  equipment  inoperable  until  the  beam 
is  restricted  manually. 

The  used  equipment  policy  specifically  would 
require  that  any  person  or  company  that  reas- 
sembles, rebuilds,  or  refurbishes  diagnostic  x-ray 
equipment  after  Aug.  15  must  do  so  in  a manner 
that  insures  that  the  equipment  will  comply  with 
the  standard  even  if  its  major  components  were 
made  before  Aug.  15.  The  policy  would  not  apply 
to  equipment  merely  moved  and  reassembled  in 
a new  location  without  a change  in  ownership. 

The  proposed  policy  against  the  use  of  uncer- 
tified components  in  certified  systems  is  based  on 
the  fact  that  two  processes  are  involved  in  diag- 
nostic x-ray  equipment  production — the  manu- 
facture of  components  and  their  assembly  at  the 
place  of  use.  Under  the  policy,  persons  buying 
and  assembling  major  components  after  Aug.  15 
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would  be  assured  of  using  components  certified 
as  complying  with  the  standard. 

Sixty  days  are  allowed  for  filing  comments  on 
the  proposals  with  the  Hearing  Clerk,  U.  S.  De- 
partment of  Health,  Education,  and  Welfare, 
Room  6-88,  5600  Fishers  Lane,  Rockville,  Md. 
20852. 

Southern  Ob-Gyn 
Seminar  Scheduled 

The  19th  Annual  Ob-Gyn  Seminar  will  be  held 
again  this  year  in  Asheville,  N.  C.,  at  the  Grove 
Park  Inn,  July  22  through  July  27. 

Broad  aspects  and  subjects  in  obstetrics  and 
gynecology  will  be  presented  and  program  partici- 
pation will  include  the  medical  schools  of  North 
Carolina,  Duke,  Bowman  Gray,  and  the  Medical 
College  of  Virginia. 

For  registration  information  please  contact  the 
Secretary,  Dr.  George  T.  Schneider,  1514  Jeffer- 
son Highway,  New  Orleans,  La.  70121. 

Dr.  Stead  Is  New 
AHA  “Circulation”  Editor 

Dr.  Eugene  A.  Stead,  Jr.,  Florence  McAlister 
Professor  of  Medicine  at  Duke  University.  Dur- 
ham, N.  C.,  has  been  named  editor  of  “Circula- 
tion,” beginning  with  the  July  1973  issue  of  the 
American  Heart  Association’s  monthly  scientific 
journal.  He  succeeds  the  late  Dr.  Charles  K. 
Friedberg. 

A native  of  Atlanta,  Ga.,  Dr.  Stead  received 
his  B.S.  degree  in  1928  and  his  M.D.  in  1932  at 
Emory  University.  He  was  named  chairman  of 
the  Department  of  Medicine  at  Emory  in  1942, 
and  Dean  in  1945.  Dr.  Stead  was  professor  of 
medicine  and  chairman  of  the  Department  of 
Medicine  at  Duke  University  from  1947  to  1967 
when  he  became  Florence  McAlister  Professor. 
He  also  holds  the  title  of  Distinguished  Professor. 

Active  in  work  of  the  American  Heart  Associa- 
tion for  many  years,  Dr.  Stead  has  served  on  its 
Board  of  Directors,  its  Research  Committee, 
Scientific  Council  and  as  Chairman  of  the  Ethics 
Committee.  He  has  been  a member  of  the  Edi- 
torial Boards  of  “Circulation”  and  “Circulation 
Research.”  He  has  received  AHA’s  Citation  for 
Distinguished  Service  to  Research  and  in  1970, 
the  American  Heart  Association  awarded  Dr. 
Stead  the  James  B.  Herrick  Award  for  outstand- 
ing achievement  in  the  advancement  and  practice 
of  clinical  cardiology. 
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region. 
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Cardiology  for  the  Practitioner: 
1.  The  Diagnosis  of  Angina  Pectoris 

JAMES  R.  GALYEAN,  III,  M.D. 

Jackson,  Mississippi 


Pain  in  the  chest  arouses  fear  that  heart  dis- 
ease may  be  present.  A tremendous  interest  in 
heart  disease  in  the  last  several  decades  and  the 
widespread  discussion  of  its  symptoms  in  the  lay 
press  and  on  the  television  and  motion  picture 
screens  have  made  it  clear  to  the  public  that  chest 
pain  may  be  a harbinger  of  a life-threatening  sit- 
uation. However,  chest  pain  is  not  always  due  to 
heart  disease,  or  necessarily  due  to  serious  disease 
of  any  kind.  Therefore,  familiarity  with  the  vari- 
ous manifestations  of  angina  pectoris  is  impor- 
tant, not  only  for  the  purpose  of  diagnosing  and 
treating  disease,  but  for  the  psychological  benefit 
to  the  patient  who  may  be  told  that  his  chest  pain 
is  not  on  the  basis  of  heart  disease. 

Heberden's  classic  description  of  angina  pec- 
toris,1' 2 which  should  be  read  and  re-read  by  all 
practitioners  of  medicine,  cannot  be  improved 
upon,  and  to  attempt  to  do  so  would  be  fool- 
hardy. However,  for  the  purposes  of  this  discus- 
sion, angina  pectoris  will  be  defined  as  a paroxys- 
mal sensation  precipitated  by  physical  or  mental 
stress  and  relieved  by  rest  or  nitroglycerin.  Al- 
though patients  with  a typical  anginal  syndrome 
have  been  reported  who  have  been  found  to  have 
normal  coronary  arteries  by  selective  coronary 
cineangiography,3  in  this  discussion  angina  pec- 
toris will  be  limited  to  the  symptom  complex  sec- 
ondary to  myocardial  ischemia  due  to  coronary 
atherosclerosis.  Chest  pain  syndromes,  some  very 
similar  to  angina  pectoris,  may  also  be  associated 

From  the  Division  of  Cardiology,  Department  of  Medi- 
cine, University  of  Mississippi  Medical  Center,  Jack- 
son.  Miss. 


with  valvular  heart  disease  and  various  cardiomy- 
opathies; these  will  not  be  included  in  this  dis- 
cussion. 


This  is  the  first  of  a series  of  brief  reviews 
of  common  cardiovascular  problems.  Al- 
though some  will  include  important  physio- 
logical and  pharmacological  aspects  of  the 
topics  discussed,  by  and  large,  they  are 
meant  to  be  clinically  oriented  and  of  a prac- 
tical value  to  the  busy  practitioner.  Com- 
ments, suggestions,  and  criticisms  are  solicit- 
ed. 


It  is  important  to  note  that  in  this  definition 
angina  pectoris  is  described  as  a “sensation,”  rath- 
er than  a “pain.”  The  classic  strangling,  squeez- 
ing, pressing,  or  vise-like  pain  may  be  described 
by  some  patients;  others  find  it  difficult  to  de- 
scribe the  sensation  clearly  and  many  terms  have 
been  applied  to  it.  (See  Table  I.)  Some  patients 
who  have  effort-related  symptoms  do  not  even 
necessarily  describe  them  as  unpleasant,  but,  for 
the  sake  of  brevity,  angina  pectoris  will  be  re- 
ferred to  as  a “pain”  throughout  this  discussion. 

The  pain  may  occur  in  many  locations.  It  may 
begin  in  the  epigastric,  retrosternal,  or  precordial 
areas  and  radiate  to  the  shoulders,  arms,  or 
hands.  Alternatively,  it  may  begin  in  a more 
peripheral  area  and  radiate  centrally.  It  is  not 
even  necessary  that  the  pain  involve  the  chest. 
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ANGINA  PECTORIS  / Galyean 

Some  patients  will  have  pain  limited  to  one  or 
both  arms,  the  back,  or  to  more  highly  localized 
areas,  such  as  an  elbow,  the  nape  of  the  neck,  the 
hard  palate,  or  a tooth.  Although  somewhat  un- 
usual for  angina  pectoris,  pain  occurring  in  these 
areas  should  arouse  the  suspicion  of  ischemic 
heart  disease  whenever  clearly  related  to  effort 
and  relieved  by  rest. 

TABLE  I 


DESCRIPTION  OF  ANGINA  PECTORIS 


Tightness 

Squeezing 

Gripping 

Choking 

Loss  of  Breath 

Burning 

Heaviness 

Indigestion 

Lump 

Bursting 

Bloating 


The  duration  of  an  attack  of  angina  pectoris 
is  short,  lasting  4-5  minutes,  with  a range  of  30 
seconds  to  30  minutes.  The  pain  does  not  begin 
or  end  abruptly,  but  comes  on  and  subsides  grad- 
ually. Pain  which  is  fleeting  and  lasts  only  a few 
seconds  or  pain  which  lasts  for  hours  is  not  like- 
ly to  be  angina  pectoris,  although  either  may  be 
a manifestation  of  heart  disease.  Some  patients 
with  coronary  artery  disease  have  prolonged  peri- 
ods of  pain  which  may  come  on  at  rest  as  well  as 
with  exertion,  last  longer  than  30  minutes,  and 
respond  poorly  to  nitroglycerin.  Although  this 
pain  may  be  on  the  basis  of  myocardial  ischemia, 
it  is  better  termed  “coronary  insufficiency”  or  “in- 
termediate coronary  syndrome”  then  angina  pec- 
toris.4 Prolonged  pain  may  also  be  a manifesta- 
tion of  an  acute  myocardial  infarction.  Some  pa- 
tients complain  of  multiple  aches  and  pains,  many 
of  which  may  be  highly  atypical  for  angina  pec- 
toris. A skillful  physician,  however,  can  sift  out 
the  typical  anginal  symptoms. 

Table  II  lists  some  of  the  events  which  precipi- 
tate or  exacerbate  angina,  as  well  as  those  which 
relieve  it.  For  a more  clear  understanding  of  the 
pathophysiology  involved,  a brief  review  of  the 
factors  which  determine  the  oxygen  needs  of  the 
heart  is  helpful.  The  most  important  determinants 
of  myocardial  oxygen  consumption  (MVO;.)  are 
ventricular  wall  stress  or  tension,  the  heart  rate, 
and  the  inotropic  or  basic  contractile  state  of  the 
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myocardium.5  (See  Table  III.)  Ventricular  wall 
tension  is  a direct  function  of  the  pressure  within 
the  ventricle  and  the  radius  or  volume  of  the  ven- 
tricle, and  an  inverse  function  of  the  ventricular 
wall  thickness.  Contractility  is  difficult  to  define 
simply,  but  refers  to  the  relationship  between 
force  development  and  velocity  of  shortening  of 
muscle  fibers  which  is  largely  independent  of  such 
factors  as  filling  pressure  and  cardiac  output. 
Physiologic  changes  which  influence  any  of  these 
determinants  of  MVO-  will  influence  the  de- 
mands of  the  heart  for  oxygen.  With  this  knowl- 
edge one  can  more  readily  understand  how  some 
of  the  precipitating  factors  may  bring  on  an  at- 
tack of  angina.  For  example,  exertion  produces 
an  increase  in  heart  rate  and  blood  pressure;  myo- 
cardial contractility  increases  because  of  catechol- 
amine release  and  increased  heart  rate.  The  sum 
of  these  events  is  to  increase  the  need  for  myocar- 
dial oxygen  delivery,  and  in  a patient  whose  myo- 
cardial blood  supply  is  limited  by  coronary  ath- 
erosclerosis, the  imbalance  between  supply  and 
demand  results  in  ischemia  and  angina  pectoris. 

Periods  of  emotional  stress  may  produce  an  in- 
crease in  heart  rate  and  blood  pressure,  a cate- 
cholamine release,  an  increase  in  myocardial  con- 
tractility, and  an  increased  MVO_>,  with  a sub- 
sequent attack  of  angina  pectoris.  Sexual  inter- 
course may  precipitate  angina  because  of  the  in- 
creased heart  rate,  blood  pressure,  and  myocar- 
dial contractility  which  occur.  Incidentally,  al- 
though pain  during  intercourse  is  not  uncommon, 
it  is  a symptom  which  many  patients  will  not  vol- 
unteer to  the  physician.  It  is  important  that  the 
physician  ask  if  there  is  pain  during  intercourse, 
as  instruction  in  the  proper  use  of  nitroglycerin 
may  allow  the  patient  to  continue  without  discom- 
fort. 

TABLE  II 


Precipitating  or 
Exacerbating  Factors 

Relieving  Factors 

Exertion 

Rest 

Emotion 

Erect  Position 

Sexual  Intercourse 

Carotid  Sinus  Massage 

Cold  or  Warm  Environment 

Belching 

Meals 

Nitroglycerin 

Smoking 

Propranolol 

Obesity 

Recumbency 

Drugs 

Other  Diseases 

Other  precipitating  events  may  be  similarly 
analyzed  in  terms  of  MVO-.  In  cold  weather  a 
higher  blood  pressure  results  for  any  given 
amount  of  work,  increasing  the  likelihood  of  an- 
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gina  pectoris.6  A warm,  humid  environment  in- 
creases myocardial  oxygen  needs  because  of  a 
higher  heart  rate  during  any  particular  level  of 
exertion.1  A heavy  meal  is  well  known  to  pro- 
duce attacks  of  angina,  or  to  make  angina  more 
likely  to  occur.  The  role  played  by  altered  viscos- 
ity of  the  blood,  absorption  of  certain  lipids,  or 
other  factors  is  not  clear.8  What  is  known,  how- 
ever, is  that  during  effort  following  a meal  a high- 
er blood  pressure  and  heart  rate  occur  than  dur- 
ing similar  effort  during  the  fasting  state.9  Pa- 
tients who  smoke  cigarettes  tend  to  have  a high- 
er heart  rate  and  blood  pressure  for  any  given 
amount  of  exertion,10  as  do  patients  who  are 
obese. 

TABLE  III 


DETERMINANTS  OF  MYOCARDIAL 
OXYGEN  CONSUMPTION 

Ventricular  Wall  Stress  (Pressure,  Radius  or  Volume, 
Wall  Thickness) 

Heart  Rate 

Inotropic  or  Contractile  State 


Angina  which  occurs  after  going  to  bed  at  night 
may  result  from  several  mechanisms.  Simply  as- 
suming a recumbent  position  increases  the  size 
of  the  heart  because  of  increased  venous  return, 
and  in  some  patients  this  may  increase  the  ven- 
tricular wall  tension  enough  to  cause  angina  pec- 
toris. In  patients  in  whom  heart  failure  is  present 
the  resorption  of  tissue  fluid  from  the  legs  and 
viscera  increases  blood  volume,  leading  to  an  in- 
crease in  ventricular  volume  and  wall  tension  and 
increasing  the  likelihood  of  angina  pectoris.  In 
addition,  it  is  now  known  that  there  are  periods 
of  sleep,  called  rapid  eye  movement  or  REM 
sleep,  during  which  most  dreams  take  place.  Dur- 
ing this  period  of  sleep  there  are  wide  swings  in 
blood  pressure  and  heart  rate  which  affect  MVO_> 
and  which  may  precipitate  attacks  of  angina  pec- 
toris, awakening  the  patient  from  sleep.11  The 
mean  arterial  blood  pressure  may  also  decline 
during  sleep,  reducing  coronary  perfusion  pres- 
sure enough  to  cause  angina  pectoris.12 

Patients  may  take  drugs  which  importantly  in- 
fluence MVCL.  For  example,  many  preparations 
for  the  common  cold  contain  sympathomimetic 
amines  which  may  affect  heart  rate,  blood  pres- 
sure, and  contractility.  The  pernicious  habit  of 
prescribing  amphetamines  for  weight  loss  may 
have  disastrous  results  in  patients  with  ischemic 
heart  disease.  Other  pathologic  states  may  exacer- 
bate angina:  a common  example  would  be  a feb- 
rile disease  with  a tachycardia  secondary  to  fever. 
Other  examples  include  hyperthyroidism,  marked 


anemia,  uncontrolled  hypertension,  and  various 
cardiac  arrhythmias. 

A knowledge  of  the  determinants  of  MVOj 
also  allows  the  physician  a more  complete  under- 
standing of  factors  which  bring  about  the  relief 
of  angina  pectoris.  (See  Table  II.)  In  the  resting 
state,  heart  rate  and  blood  pressure  fall,  decreas- 
ing MVCL  and  bringing  about  the  relief  of  symp- 
toms. Merely  sitting  erect  may  relieve  angina  pec- 
toris in  people  who  develop  pain  in  the  recum- 
bent position.  The  heart  probably  becomes  small- 
er in  the  upright  position,  and  the  resulting  de- 
crease in  ventricular  wall  tension  may  be  enough 
to  relieve  pain.  Carotid  sinus  massage  also  slows 
the  heart  and  decreases  myocardial  contractility 
through  vagal  reflexes;  this  may  relieve  the  pain 
of  angina  pectoris.  However,  carotid  sinus  mas- 
sage carries  some  risk  and  is  not  a procedure  to 
be  undertaken  in  most  people  without  electrocar- 
diographic monitoring. 

Listing  belching  as  a relieving  factor  in  angina 
pectoris  may  come  as  a surprise.  However,  many 
patients  will  attribute  the  discomfort  of  angina 
pectoris  to  indigestion;  the  fact  that  they  actually 
receive  some  relief  of  their  discomfort  by  belch- 
ing18 reinforces  their  belief  that  the  pain  is  from 
the  gastrointestinal  tract,  not  the  heart.  This 
should  not  lead  the  physician  away  from  the  diag- 
nosis of  heart  disease.  The  mechanism  of  this  re- 
lief is  unknown. 

DRUG  TREATMENT 

Although  a later  article  in  this  series  will  deal 
with  the  treatment  of  angina  pectoris,  a mention 
of  two  of  the  more  commonly  used  drugs  is  per- 
tinent here.  Whether  nitroglycerin  relieves  angina 
by  its  effect  as  a coronary  vasodilator  is  a matter 
of  some  controversy,  and  a discussion  of  this  as- 
pect of  nitroglycerin  is  beyond  the  scope  of  this 
article.  However,  it  is  well  established  that  nitro- 
glycerin decreases  peripheral  resistance,  lowering 
blood  pressure  and  decreasing  ventricular  wall 
tension.  Nitroglycerin  also  increases  peripheral 
venous  pooling,  thus  decreasing  venous  return 
and  ventricular  volume  with  further  lessening  of 
wall  tension.  These  effects  are  an  important  con- 
tribution to  the  relief  of  angina  pectoris  irre- 
spective of  the  effect  of  nitroglycerin  on  the  coro- 
nary circulation.14  The  beta-adrenergic  blocking 
agent  propranolol,  one  of  the  newer  drugs  for  the 
treatment  of  angina  pectoris,  decreases  MVCL 
by  decreasing  myocardial  contractility  and  heart 
rate. 

The  prompt  relief  of  angina  pectoris  after  the 
administration  of  sublingual  nitroglycerin  is  so 
typical  that  it  has  been  suggested  as  a diagnostic 
test.15  Horwitz  and  co-workers  studied  a group 
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of  patients  with  chest  pain  of  the  anginal  type 
and  correlated  their  clinical  response  to  nitro- 
glycerin with  the  results  of  selective  coronary 
cineangiography.  Of  the  patients  with  obstructive 
coronary  artery  disease,  76  per  cent  received 
prompt  relief  of  pain  in  three  minutes  or  less  after 
the  administration  of  nitroglycerin;  16  per  cent 
required  more  than  three  minutes  for  the  relief 
of  pain,  with  the  interval  usually  approximately 
five  minutes  (range  4-15  minutes);  only  8 per 
cent  received  no  relief.  Patients  with  coronary  ar- 
tery disease  who  did  not  get  prompt  relief  of  pain 
tended  to  have  unusually  severe  angina  and  multi- 
vessel coronary  artery  disease.  On  the  other  hand, 
only  19  per  cent  of  the  patients  without  coronary 
artery  disease  consistently  obtained  relief  in  three 
minutes  or  less,  and  were  more  likely  to  complain 
of  severe  or  bizarre  side  effects  after  taking  nitro- 
glycerin. A rule  of  thumb,  therefore,  is  that  pa- 
tients who  receive  prompt  relief  of  chest  pain  af- 
ter nitroglycerin  are  much  more  likely  to  have 
coronary  artery  disease  than  are  those  who  re- 
ceive no  relief,  relief  only  after  a long  period  of 
time,  or  complain  of  bizarre  side  effects.  An  ex- 
ception to  the  rule  is  that  there  are  patients  with 
severe  coronary  artery  disease,  usually  involving 
multiple  vessels,  who  receive  no  or  delayed  relief 
of  pain  after  sublingual  nitroglycerin.15 

PHYSICAL  FINDINGS 

Many  of  the  older  textbooks  of  medicine  and 
cardiology  state  that  there  are  no  abnormal  phys- 
ical findings  in  patients  with  coronary  artery  dis- 
ease. It  is  true  that  there  are  no  physical  findings 
which  are  specific  for  coronary  artery  disease,  but 
there  are  abnormal  findings  which,  although  non- 
specific, are  suggestive  of  coronary  artery  disease 
and  should  alert  the  physician  of  its  possibility. 
These  may  be  present  at  all  times,  but  if  they  are 
not  present  at  rest  but  develop  during  an  attack 
of  chest  pain,  they  are  even  more  highly  sugges- 
tive of  ischemic  heart  disease.  Therefore,  the  phy- 
sician who  can  examine  his  patient  during  an  at- 
tack of  angina  has  an  excellent  opportunity  to  find 
highly  informative  physical  abnormalities.  An 
area  of  the  ventricle  may  be  ischemic  or  scarred 
and  bulge  during  systole,  producing  an  abnormal, 
rocking,  apical  impulse.16  The  systolic  click  and 
murmur  characteristic  of  dysfunction  of  the  papil- 
lary muscle-mitral  valve  apparatus  may  be  pres- 
ent.1' Transient  left  ventricular  failure  or 
changes  in  ventricular  compliance  may  produce 
S4  or  S3  diastolic  gallops.16  Decreased  function 
of  the  left  ventricle  may  also  prolong  the  time  to 


eject  its  stroke  volume,  producing  paradoxical 
splitting  of  the  second  heart  sound.18 

Up  to  50  per  cent  of  patients  with  ischemic 
heart  disease  may  have  a resting  electrocardio- 
gram which  is  normal.19  Additionally,  even  if  ab- 
normalities are  noted  on  the  resting  tracing,  there 
are  none  which  are  specific  for  coronary  artery 
disease,  including  the  Q waves  suggestive  of  a 
prior  myocardial  infarction.19- 20  The  recording 
of  the  electrocardiogram  during  pain  may  reveal 
changes  typical  of  myocardial  ischemia.  Addi- 
tionally, the  recording  of  the  electrocardiogram 
following  various  types  of  stress  has  become  a 
widely  used  and  accepted  procedure.  One  of  these 
tests  is  the  well  known  Master’s  test,  which  re- 
quires little  in  the  way  of  expensive  equipment.21 
Other  forms  of  stress  include  exercise  testing  on 
a treadmill  or  stationary  bicycle.  All  of  these  tests 
have  their  own  advantages  and  their  differences 
are  largely  quantitative.22  It  is  important  to  re- 
member that  false  positive  and  false  negative  re- 
sults occur,  and  that  a negative  exercise  test  does 
not  exclude  coronary  artery  disease,  just  as  a pos- 
itive one  does  not  necessarily  mean  that  coronary 
artery  disease  is  present.19  Further  discussion  of 
stress  electrocardiography  is  planned  for  a subse- 
quent review  in  this  series. 

The  routine  chest  x-ray  may  give  the  physician 
a clue  that  heart  disease  is  present,  particularly 
when  it  reveals  cardiac  enlargement,  an  abnormal 
contour  suggesting  ventricular  aneurysm,  or  coro- 
nary arterial  calcification.  In  patients  in  whom  the 
etiology  of  chest  pain  is  in  doubt,  it  is  sometimes 
helpful  to  x-ray  the  cervical  spine  or  the  gastro- 
intestinal tract,  seeking  for  such  diverse  causes 
of  pain  as  hiatal  hernia  with  reflux  esophagitis, 
cholelithiasis,  or  cervical  spine  disease. 

TABLE  IV 


DIFFERENTIAL  DIAGNOSIS 
Anxiety 

Cervical  Spine  Disease 

Costochondritis  (Tietze’s  Syndrome) 

Chest  Wall  Syndrome  (Musculoskeletal) 

Hiatal  Hernia  with  Reflux  Esophagitis 

Gallbladder  Disease 

Extrasystoles 

Pericarditis 

Pulmonary  Hypertension 


Although  there  are  no  laboratory  tests  which 
are  specific  for  coronary  artery  disease,  there  are 
risk  factors  which  may  be  identified  in  the  labora- 
tory. Therefore,  the  evaluation  of  patients  with 
chest  pain  should  include  a lipid  profile  with 


192 


JOURNAL  MSM A 


serum  cholesterol,  triglycerides,  and  lipoprotein 
electrophoresis,  fasting  and  two  hour  post-prandi- 
al  blood  glucose,  uric  acid,  and  hemoglobin.23 

Other  risk  factors  should  be  noted,  including 
smoking  history,  history  of  hypertension,  thyroid 
status,  and  the  presence  of  obesity.  A family  his- 
tory for  coronary  artery  disease  is  associated  with 
an  increased  risk  of  coronary  artery  disease.  How- 
ever, it  is  not  very  helpful  in  predicting  whether 
a particular  patient  with  chest  pain  has  coronary 
artery  disease.24 

Selective  coronary  cineangiography  is  the  most 
precise  method  for  the  evaluation  of  patients  with 
chest  pain.2-'  A discussion  of  coronary  angiogra- 
phy will  be  included  in  a future  article  in  this  se- 
ries. 

The  differential  diagnosis  of  chest  pain  syn- 
dromes is  large,  and  a complete  discussion  will 
not  be  undertaken  here.  Some  of  the  diagnoses 
more  commonly  mistaken  for  ischemic  heart  dis- 
ease are  listed  in  Table  IV. 

SUMMARY 

Angina  pectoris  is  a sensation  of  short  dura- 
tion, typically  precipitated  by  physical  or  mental 
stress,  and  relieved  promptly  by  rest  or  nitroglyc- 
erin. A knowledge  of  the  determinants  of  myo- 
cardial oxygen  consumption  is  helpful  in  under- 
standing precipitating  and  relieving  factors. 

While  this  manuscript  was  in  preparation,  a 
symposium  on  angina  pectoris  was  published  in 
a widely  circulated  cardiovascular  journal.26  The 
range  of  this  symposium  is  much  broader  and  its 
discussion  of  specific  aspects  of  angina  pectoris 
is  much  deeper  than  this  brief  review.  All  physi- 
cians who  treat  patients  with  ischemic  heart  dis- 
ease are  encouraged  to  consult  this  symposium, 
which  may  be  obtained  through  the  American 
Heart  Association.  *** 

2500  N.  State  Street  (39216) 

The  author  expresses  his  gratitude  to  Drs.  Thomas 
M.  Blake,  Harper  K.  Hellems  and  Patrick  H.  Lehan  for 
their  helpful  suggestions. 
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The  Treatment  of  Pancreatic  Pseudocysts 

by  Cystogastrostomy 


frank  t.  mcpherson,  m.d. 

Vicksburg,  Mississippi 


When  one  sees  a patient  with  chronic  recurrent 
pancreatitis,  the  question  always  arises  as  to 
whether  the  treatment  should  be  medical  or  sur- 
gical. When  a large  epigastric  mass  is  also  pres- 
ent, the  treatment  should  always  be  surgical.  The 
problem  under  these  circumstances  is  to  choose 
the  proper  surgical  procedure. 

If  abdominal  exploration  shows  the  mass  to  be 
a carcinoma,  a Whipple  type  procedure  should 
be  done  if  feasible.  If  the  patient  is  found  to  have 
pancreatic  ductal  obstruction,  pancreaticojejunos- 
tomy  is  frequently  the  treatment  of  choice.  In 
most  instances,  however,  the  mass  represents  a 
pseudocyst. 

Over  the  years,  many  surgical  procedures  have 
been  tried  for  pseudocyst  of  the  pancreas.  Both 
resection  and  marsupialization  carry  high  mortal- 
ity and  morbidity  rates.  The  recurrence  rate  af- 
ter marsupialization  is  also  around  50  per  cent. 
The  procedure  of  choice,  therefore,  after  the  di- 
agnosis has  been  proven,  is  simple  internal  drain- 
age. The  mortality  and  morbidity  rates  are  low 
and  the  recurrence  rate  is  about  20  per  cent.  This 
can  be  accomplished  by  a Reu-en-Y  cystojejunos- 
tomy  or  the  much  simpler  cystogastrostomy. 

Many  pancreatic  pseudocysts  are  quite  large 
and  located  posteriorly  to  the  stomach.  They  also 
are  densely  adherent  to  the  posterior  stomach 
wall.  At  the  time  of  laparotomy  this  is  easily  seen. 
The  anterior  wall  of  the  stomach  is  opened  long- 
itudinally and  the  cyst  pressing  on  and  displacing 
the  posterior  wall  is  noted.  It  is  now  important 
to  confirm  the  diagnosis.  A needle  is  inserted 
through  the  posterior  stomach  wall  and  into  the 
cyst.  The  clear  fluid  is  easily  aspirated  and  op- 
erative pancreatography  performed  by  injecting 
contrast  material  into  the  cyst  and  obtaining  an 

From  the  Surgical  Section,  The  Street  Clinic,  Vicksburg, 

Miss. 


x-ray.  If  there  is  no  leakage  of  the  radiopaque 
material,  or  evidence  of  ductal  obstruction,  then 
the  simple  cystogastrostomy  is  performed.  This 


The  author  discusses  the  patient  with 
chronic  pancreatitis  with  emphasis  on  pseu- 
docyst formation.  He  covers  surgical  pro- 
cedures for  this  condition  and  discusses  in 
detail  the  relatively  simple  procedure  of  cys- 
togastrostomy. Two  case  reports  are  given 
to  illustrate  the  procedure. 


is  done  by  first  making  an  incision  at  the  site  of 
the  needle  puncture.  The  incision  is  carried 
through  the  posterior  stomach  wall  and  into  the 
cyst.  Next,  a cruciate  incision  is  made  to  enlarge 
the  opening.  Excess  stomach  and  cyst  wall  are 
trimmed,  making  the  opening  more  circular.  The 
edges  are  then  run  with  2-0  chromic  for  hemo- 
static purposes.  The  anastomosis  is  then  complet- 
ed with  multiple  interrupted  sutures  of  3-0  silk. 
The  anterior  gastrotomy  is  closed  and  the  oper- 
ation completed. 

CASE  REPORTS 

Case  No.  1 : Mrs.  C.  K.  This  43-year-old  white 
female  was  initially  seen  in  the  Emergency  Room 
with  severe  abdominal  pain.  She  stated  that  she 
had  been  treated  for  gallbladder  disease  for  sev- 
eral months  prior  to  this  episode  and  had  fre- 
quently had  epigastric  and  abdominal  pain,  al- 
though it  was  never  severe.  About  four  hours 
prior  to  this  admission,  however,  she  developed 
fairly  severe  pain  and  by  the  time  she  came  to  the 
Emergency  Room,  she  was  having  excruciating 
abdominal  pain,  more  in  the  upper  than  in  the 
lower  abdomen.  The  past  history  revealed  she  had 
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previously  had  a hysterectomy  and  left  nephrec- 
tomy performed  elsewhere. 

Initial  laboratory  work  on  this  admission  was 
within  normal  limits  with  the  exception  of  a mod- 
erately elevated  blood  sugar,  a white  blood  cell 
count  of  16,200,  with  a shift  to  the  left,  and  a 
serum  amylase  of  1,680  units.  She  was  treated 
medically  in  the  hospital  for  three  weeks  with  a 
gradual  clearing  of  all  symptoms,  and  was  dis- 
charged on  diabetic  management  and  a low  fat 
diet.  She  was  also  advised  to  abstain  from  alcohol 
of  any  kind.  The  patient  was  followed  closely  in 
the  outpatient  department  and  continued  to  have 
episodes  of  primarily  epigastric  pain  and  an  oc- 
casional episode  of  lowgrade  fever.  After  about 
three  months,  she  began  to  have  almost  a con- 
stant, though  not  severe,  epigastric  discomfort. 

Examination  at  this  time  was  similar  to  previ- 
ous examinations  except  that  there  was  a palpable 
epigastric  mass.  Cholecystogram  was  within  nor- 
mal limits.  Upper  G.I.  series  showed  a widening 
of  the  duodenal  loop,  and  displacement  of  the 
stomach  by  a mass  in  the  region  of  the  pancreas. 
The  patient  was  readmitted  to  the  hospital  for 
surgery.  After  the  usual  preoperative  preparation, 
the  patient  was  explored  and  a large  pseudocyst 
of  the  pancreas  found.  After  this  diagnosis  had 
been  confirmed,  a cystogastrostomy  was  per- 
formed without  difficulty.  Postoperatively,  the  pa- 
tient did  well  for  five  days  and  then  started  run- 
ning a lowgrade  fever.  X-ray  showed  that  the  cyst 
had  not  completely  obliterated  itself.  The  patient 
was  placed  on  antibiotics  and  within  seven  days 
was  afebrile  and  asymptomatic.  Additional  x-rays 
showed  no  evidence  of  the  cyst  and  the  patient 
was  discharged  on  a low  fat  diabetic  diet.  She 
subsequently  was  followed  as  an  outpatient  and 
there  has  been  no  recurrence  of  symptoms  or  oth- 
er complications. 

Case  No.  2:  Mrs.  A.  S.  This  54-year-old  white 
female  was  initially  seen  at  The  Street  Clinic  in 
the  Department  of  Internal  Medicine  with  a his- 
tory of  recurrent  episodes  of  pancreatitis.  Some 
several  months  prior  to  being  seen  here,  she  had 
been  hospitalized  elsewhere  and  was  told  that 
she  had  acute  pancreatitis.  The  initial  episode  was 
treated  satisfactorily;  however,  she  continued  to 
have  bouts  of  epigastric  pain,  nausea,  and  vomit- 
ing. At  the  time  she  was  initially  seen,  her  serum 
amylase  was  750.  There  was  a moderate  eleva- 
tion in  her  blood  sugar  and  a moderate  elevation 
in  her  white  blood  cell  count.  Initial  x-rays 
showed  the  chest  to  be  within  normal  limits.  A 
cholecystogram  was  also  normal,  as  was  an  upper 
G.I.  series.  The  patient  responded  to  medical 
management  and  was  subsequently  followed  on 


an  outpatient  basis.  During  the  next  six  months, 
she  had  many  episodes  of  epigastric  discomfort, 
but  no  real  severe  pain  until  about  two  months 
prior  to  surgery.  At  this  time  she  began  to  have 
an  almost  constant  feeling  of  pressure  in  her  epi- 
gastrium, and  almost  a constant  soreness,  though 
no  severe  discomfort. 

On  physical  examination,  the  patient  was  found 
to  have  a fairly  large  epigastric  mass  which  was 
thought  to  be  a pancreatic  cyst.  A repeat  G.I. 
series  showed  marked  widening  of  the  duodenal 
loop  and  extrinsic  pressure  on  the  second  and 
third  portions  of  the  duodenum  and  the  posterior 
wall  of  the  stomach.  The  patient  was,  therefore, 
admitted  to  the  hospital  with  a diagnosis  of  pan- 
creatic cyst  versus  pancreatic  neoplasm.  She  was 
explored  and  a large  pseudocyst  of  the  pancreas 
found  and  the  diagnosis  proven.  An  anastomosis 
between  the  cyst  and  posterior  wall  of  the  stom- 
ach was  performed  and  the  patient  convalesced 
postoperatively  with  no  complications.  She  was 
discharged  on  the  seventh  postoperative  day  com- 
pletely asymptomatic.  Since  that  time,  she  has 
been  followed  as  an  outpatient.  Her  diabetes  had 
markedly  improved  to  a point  now  where  she  is 
being  controlled  entirely  on  a diet  and  no  medica- 
tion. 

SUMMARY 

Whenever  pseudocyst  formation  complicates 
chronic  pancreatitis,  the  procedure  of  choice  is 
surgical.  The  relatively  simple  procedure  of  cys- 
togastrostomy is  discussed,  and  two  cases  are  re- 
ported to  illustrate  this.  *** 
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Clinicopathological  Conference: 
Miliary  Disease  of  the  Lung 


GUY  CAMPBELL,  M.D.,  and 
JOEL  G.  BRUNSON,  M.D. 

Jackson,  Mississippi 


This  is  the  first  UMC  admission  of  this  73-year- 
old  Negro  male.  He  presented  to  the  University 
Medical  Center  on  April  1,  1972,  with  a one 
month  history  of  fever,  night  sweats,  weight  loss, 
progressive  weakness,  and  mucoid  sputum  pro- 
duction. The  patient  had  been  hospitalized  else- 
where for  five  days  and  at  that  time,  x-rays 
showed  a bilateral  pulmonary  miliary-pattern. 
Histoplasmosis  and  IPPB  skin  test  were  negative 
and  multiple  sputums  were  negative  for  AFB. 
Past  history  and  a review  of  systems  were  non- 
contributory. 

Physical  examination  revealed  a slightly  tachy- 
pneic  Negro  man  with  low  grade  fever,  bilateral 
basilar  rales,  mild  tachycardia  without  gallop.  No 
nodes  were  palpable  and  there  was  no  hepato- 
splenomegaly  or  edema.  A Grade  II/ VI  systolic 
ejection  murmur  was  heard  along  the  left  sternal 
border. 

LABORATORY  FINDINGS 

Blood  gases  on  admission  were  on  room  air: 
pH  7.45,  pOL.  57  mm  Hg,  pCO_.  27  mm  Hg. 
With  nasal  O-  at  8 liters  per  minute,  his  pH  was 
7.43,  pOj  77,  and  pCOo  31.  The  admission  lab 
revealed  Hgb  10.6,  Hct  30.4,  WBC  11,600, 
SGOT  130  IU,  Bil.  2.1  mg  % with  direct  Bil.  1.5, 
Aik.  phos.  134  (normal  up  to  85),  creatinine  2.5 
mg,  LDH  304  IU. 

Skin  tests  applied  at  UMC  were  negative  for 
TBC,  histoplasmosis  and  blastomycosis.  Sputum 
cultures  were  negative  for  AFB  and  fungi  except 
for  budding  Candida.  Routine  sputum  cultures 
also  grew  Staphylococcus  aureus. 

From  the  Department  of  Pathology,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson.  Miss. 

This  CPC  was  presented  on  Oct.  16.  1972. 


Chest  x-rays  showed  dramatic  and  extensive 
progressive  and  parenchymal  changes  consistent 
with  widespread  miliary  tuberculosis,  sarcoidosis 
or  alveolar  proteinosis. 


The  subject  of  this  University  Medical 
Center  clinicopathological  conference  was  a 
73-year-old  Negro  male  who  had  a one 
month  history  of  fever,  night  sweats,  weak- 
ness, weight  loss  and  dyspnea.  Other  phys- 
ical findings  revealed  rales  in  both  bases 
and  x-rays  showed  a miliary  pattern  in  the 
lungs  with  a lytic  lesion  in  his  right  humer- 
us. Miliary  disease  of  the  lungs  is  discussed 
in  detail. 


On  admission  it  was  felt  that  the  x-ray  and 
clinical  picture  made  treatment  for  tuberculosis 
necessary.  The  patient  was  begun  on  INH,  Eth- 
ambutal  and  Prednisolone,  and  he  was  also  digi- 
talized. He  continued  to  have  nightly  temperature 
spikes  to  104.8°,  despite  TBC  coverage,  and  Pyri- 
doxine  was  added.  The  staph,  aureus  was  found 
growing  in  the  sputum,  and  Dicloxacillin  was 
added  to  the  regimen  as  was  Erythromycin  and 
Streptomycin  for  further  coverage.  When  his  spu- 
tum on  April  8,  1972,  was  found  to  be  growing 
Candida,  he  was  begun  on  antifungal  coverage 
with  Amphotericin  B.  Steroid  therapy  was 
stopped  and  Keflin  was  added.  On  the  afternoon 
of  April  8 the  patient  suffered  a respiratory  arrest. 

DISCUSSION 

Dr.  Joel  G.  Brunson:  Dr.  Guy  Campbell  will 
discuss  the  clinical  aspect  of  this  case. 
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Dr.  Campbell:  Our  patient  was  a 73-year-old 
black  man  who  was  admitted  on  April  1,  1972, 
and  died  one  week  later.  He  was  in  good  health 
until  one  month  before  admission  when  he  de- 
veloped fever,  night  sweats,  weight  loss,  progres- 
sive weakness  and  mucoid  sputum  production.  He 
was  hospitalized  elsewhere  for  five  days  and  then 
transferred  here  when  his  disease  progressed  de- 
spite treatment  for  the  miliary  infiltration  noted 
on  his  chest  x-ray.  Tuberculin  and  histoplasmosis 
skin  tests  were  negative  and  sputum  smears  for 
tubercle  bacilli  were  likewise  negative.  Physical 
examination  at  the  University  Hospital  revealed 
tachypnea,  low  grade  fever,  basilar  rales,  absence 
of  lymphadenopathy  and  absence  of  palpable  ab- 
dominal organomegaly. 

Only  when  we  see  the  laboratory  data  do  we 
appreciate  the  severity  of  the  patient’s  illness.  De- 
spite hyperventilation,  his  arterial  oxygen  tension 
is  abnormally  low  indicating  a ventilation-perfu- 
sion abnormality  of  significant  degree.  Eight  liters 
of  oxygen  by  nasal  cannula  elevated  the  oxygen 
tension  to  a low  normal  value.  Hemoglobin  and 
hematocrit  values  were  low,  and  SMA-12  re- 
vealed an  elevation  of  SGOT,  bilirubin,  alkaline 
phosphatase,  LDH,  BUN  and  creatinine.  Tuber- 
culin and  fungal  skin  tests  were  repeated  with 
negative  results.  Sputum  smears  for  AFB  and 
fungi  were  negative  except  for  budding  Candida. 
Routine  sputum  cultures  grew  Staphylococcus 
aureus.  On  the  basis  of  history,  physical  findings, 
and  chest  x-ray,  the  patient’s  physicians  obvious- 
ly felt  that  miliary  tuberculosis  was  the  most 
probable  diagnosis  and  instituted  isoniazid,  eth- 
embutol,  and  prednisolone  therapy.  Because 
heart  failure  could  not  be  ruled  out,  he  was  digi- 
talized. Although  “low  grade  fever”  was  described 
on  admission,  we  see  by  the  protocol  that  his  tem- 
perature was  spiking  to  105  F.  nightly  despite 
steroid  therapy  and  antituberculosis  drugs.  After 
staph,  aureus  was  isolated,  Dicloxacillin,  Erythro- 
mycin, and  Streptomycin  were  added.  On  the  day 
he  died  a positive  sputum  culture  for  Candida  was 
reported.  Amphotericin  B therapy  was  instituted 
and  steroids  discontinued,  but  the  patient  had  a 
respiratory  arrest  that  afternoon  and  expired. 
Would  you  please  discuss  his  x-ray  findings.  Dr. 
Sloan? 

Dr.  Robert  D.  Sloan:  During  the  eight  days  the 
patient  survived  in  the  hospital  he  had  several  chest 
radiographs,  and  the  basic  pattern  was  unchanged 
during  this  period.  In  brief,  there  is  a coarse  mili- 
ary-like pattern  throughout  both  lung  fields.  As 
frequently  happens,  the  presence  of  gross  pathol- 
ogy has  been  demonstrated,  but  the  pattern  does 
not  permit  a specific  radiographic  diagnosis  in 


terms  of  etiology.  In  routine  film  interpretation 
one  utilizes  probability,  and  in  this  area  either 
miliary  tuberculosis  or  sarcoid  would  probably 
cover  over  90  per  cent  of  cases  showing  a miliary- 
like  pattern.  Unfortunately  there  is  a whole  host 
of  other  etiological  agents  that  make  up  the  re- 
mainder of  the  cases.  The  clinical  course  does  not 
go  along  with  sarcoid.  He  also  had  a long  bone 
survey  which  was  negative  except  for  what  ap- 
pears to  be  an  early  lytic  lesion  in  the  distal  por- 
tion of  the  shaft  of  the  right  humerus.  That  would 
be  uncommon  in  miliary  tuberculosis  and  would 
increase  the  probability  of  some  other  granuloma- 
tous agent  or  a neoplastic  process.  Unfortunately, 
this  is  not  an  area  routinely  examined  in  an  au- 
topsy, and  in  all  probability  no  answer  as  to  its 
nature  will  be  forthcoming. 

Dr.  Campbell:  That  is  an  unequivocal  lytic 
lesion? 

Dr.  Sloan:  I think  that  it  is  a real  defect.  Dr. 
Campbell. 

Dr.  Campbell:  Do  you  see  any  bone  destruc- 
tion in  the  skull? 

Dr.  Sloan:  No,  just  chronic  changes  in  the  mas- 
toid secondary  to  old  infection. 

Dr.  Campbell:  In  summary,  we  have  a 73-year- 
old  black  man  who  was  previously  in  good  health 
until  one  month  before  admission  when  he  de- 
veloped fever,  night  sweats,  weakness,  weight 
loss  and  dyspnea.  Physical  examination  revealed 
rales  in  both  bases  and  x-rays  exhibited  a miliary 
pattern  in  the  lungs  with  a lytic  lesion  in  his  right 
humerus.  Laboratory  studies  revealed  a ventila- 
tion-perfusion abnormality,  anemia,  abnormal  liv- 
er function  studies,  and  evidence  of  renal  dysfunc- 
tion. Diseases  causing  miliary  or  small  diffuse 
nodular  densities  throughout  both  lungs  are  nu- 
merous and  may  be  broadly  classified  as  infec- 
tious, neoplastic,  cardiovascular,  immunologic,  in- 
halational,  airways  disease,  and  the  inevitable 
idiopathic  classification. 

Under  infectious  diseases,  tuberculosis  and 
fungal  diseases  (particularly  histoplasmosis  and 
blastomycosis  in  our  area)  would  be  prime  sus- 
pects. Staphylococcal  disease  may  start  like  this 
but  usually  progresses  to  cysts  and  cavities.  Pneu- 
mocystis carinii  in  adults  is  rare  and  then  occurs 
primarily  in  patients  with  serious  underlying  dis- 
eases, especially  in  those  on  steroids  and/or  im- 
munosuppressive therapy.  I have  seen  one  pa- 
tient of  the  same  age  with  a similar  appearing 
x-ray  who  had  alveolar  cell  carcinoma  but  he  was 
not  febrile.  Lymphangitic  carcinomatosis  from 
cancer  of  the  lung,  breast,  stomach,  pancreas,  or 
other  organs  may  have  a diffuse  nodular  pattern. 
We  have  had  two  cases  of  Hodgkin’s  disease  pre- 
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scnting  with  a miliary  pattern  in  both  lungs.  Lym- 
phosarcoma and  leukemia  both  are  capable  of 
producing  this  kind  of  roentgenogram  in  unusual 
circumstances. 

Pulmonary  edema  is  a classic  cardiovascular 
manifestation  of  miliary  pattern  whether  due  to 
intrinsic  heart  disease  or  other  causes  of  pulmo- 
nary edema.  Pulmonary  fibrosis  secondary  to  mi- 
tral stenosis  may  mimic  this  x-ray  pattern  as  may 
idiopathic  thrombosis  of  the  pulmonary  venous 
system. 

Rheumatoid  disease  of  the  lungs,  scleroderma, 
and  nitrofurantoin-induced  pulmonary  disease 
may  produce  a nodular  or  reticular  x-ray  pattern 
under  the  immunologic  classification. 

Many  inhalational  diseases  may  produce  a mil- 
iary pattern.  Some  are  hypersensitivity  reactions 
like  farmer’s  lung,  bagassosis,  and  pigeon  breed- 
er’s lung.  Others  are  pneumoconiotic,  such  as 
silicosis,  asbestosis,  berylliosis,  and  silo  filler’s 
disease. 

The  idiopathic  classification  lists  several  dis- 
eases which  need  to  be  considered  carefully  in  the 
differential  diagnosis  of  this  case;  i.e.,  sarcoidosis, 
eosinophilic  granuloma,  pulmonary  interstitial  fi- 
brosis, desquamative  interstitial  pneumonitis,  al- 
veolar proteinosis,  and  Goodpasture’s  syndrome. 

1 have  listed  only  a small  number  of  possibil- 
ities of  the  many  diseases  capable  of  producing 
a miliary  pattern.  The  above  list  is  both  on  pos- 
sibility as  well  as  to  some  extent  on  diseases  oc- 
curring in  this  geographic  area.  Time  does  not 
permit  an  exhaustive  listing  of  all  possibilities. 

I am  sure  that  the  patient’s  physician  felt  that 
miliary  tuberculosis  was  the  most  likely  diagnosis, 
and  1 would  concur  with  his  impression  and  deci- 
sion for  antituberculosis  treatment.  Even  the  sec- 
ond strength  tuberculin  test  may  be  negative  in 
a patient  with  overwhelming  tuberculosis;  so  a 
negative  test  carries  little  significance  under  these 
circumstances.  I use  three  antituberculosis  drugs 
in  miliary  tuberculosis,  and  to  their  regimen  of 
ethambutol  and  isoniazid  I would  have  added  ei- 
ther rifampin  or  daily  streptomycin.  This  gives 
adequate  protection  should  the  tubercle  bacillus 
be  resistant  to  one  of  the  drugs.  Streptomycin  was 
added  later  but  it  is  not  clear  whether  this  was  for 
his  suspected  tuberculosis  or  a pyogenic  infec- 
tion. 

Corticosteroid  therapy  carries  no  risk  in  mili- 
ary tuberculosis  when  the  patient  is  receiving  ade- 
quate chemotherapy.  Indeed,  it  would  have  been 
the  drug  of  choice  for  some  of  the  diagnostic  pos- 
sibilities 1 have  listed,  particularly  sarcoidosis, 
acute  pulmonary  interstitial  fibrosis,  collagen  dis- 


ease, eosinophilic  granuloma,  desquamative  inter- 
stitial pneumonitis,  as  well  as  a few  other  dis- 
eases. Steroids  frequently  are  added  to  the  treat- 
ment of  miliary  tuberculosis  both  as  a general 
supportive  agent  as  well  as  covering  for  possible 
tuberculous  involvement  of  the  adrenal  glands. 

If  the  patient  had  a fungal  disease,  however, 
steroids  added  considerable  risk  in  the  absence 
of  coverage  with  amphotericin  B.  An  aggressive 
search  for  the  causative  agent  is  therefore  impera- 
tive. Ten  per  cent  nebulized  saline  can  be  used 
to  produce  sputum  or  a better  sputum  for  study 
for  fungi,  tubercle  bacilli,  or  malignant  cells.  Tra- 
cheal suction  using  a trap  for  sputum  collection 
is  also  a worthwhile  procedure.  In  this  particular 
case,  I believe  a mediastinoscopy  would  have 
been  rewarding  if  the  etiology  was  still  obscure 
after  the  third  or  fourth  day.  I would  have  also 
recommended  a spinal  tap,  both  to  seek  a pos- 
sible etiology  as  well  as  to  eliminate  central  ner- 
vous system  involvement  in  undiagnosed  miliary 
disease.  Liver  biopsy  has  the  potential  for  diag- 
nosis particularly  in  those  diseases  of  granuloma- 
tous and  neoplastic  origin,  but  may  have  been 
contraindicated  because  of  his  liver  disease. 

Candida  were  grown  from  a sputum  culture 
and  reported  the  day  the  patient  died.  I person- 
ally have  never  seen  a case  of  pulmonary  candi- 
diasis. Have  you.  Dr.  Brunson? 

Dr.  Brunson:  Yes,  we  see  it  occasionally  but 
usually  it  is  secondary  to  some  other  debilitating 
disease  or  associated  with  it. 

Dr.  Campbell:  Is  this  usually  in  cases  of  trans- 
plantation or  in  patients  who  are  on  immunosup- 
pressive therapy?  Candida  are  obtained  quite  fre- 
quently from  sputum  of  patients  who  have  no  dis- 
ease; so  it  always  leaves  me  a little  nervous  un- 
less it  is  obtained  from  blood  cultures. 

Dr.  Brunson:  I don’t  think  I have  ever  seen 
anything  like  this  pulmonary  case  that  would  be 
pulmonary  candidiasis.  What  we  usually  see  is 
esophageal  candidiasis  with  scattered  pulmonary 
lesions. 

Dr.  Campbell:  Considering  this  patient’s  age, 
history,  geography,  physical  findings,  and  labora- 
tory results,  my  differential  diagnosis  is  limited 
to  tuberculosis,  fungal  diseases,  pneumonia,  carci- 
noma, and  one  of  the  idiopathic  diseases.  I think 
sarcoidosis  would  be  an  unusual  disease  present- 
ing in  a man  at  age  73;  and  although  such  pa- 
tients may  run  a low  grade  fever,  I have  never 
seen  one  with  fever  of  105°.  I think  the  high  fe- 
ver is  also  against  eosinophilic  granuloma,  des- 
quamative interstitial  pneumonitis,  and  pulmo- 
nary interstitial  fibrosis.  Carcinoma  could  pro- 
duce not  only  the  pulmonary  disease  but  also  the 
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lytic  lesion  in  the  right  humerus.  Again,  1 am 
going  to  use  the  very  high  fever  as  a differential 
point  against  malignancy,  realizing  full  well  that 
fever  may  well  accompany  malignancy  especially 
if  there  is  bronchial  obstruction. 

My  primary  differential  is  between  tuberculosis, 
fungal  diseases,  and  pneumonia.  Aside  from  rare 
infections  like  pneumocystis  carinii,  the  x-ray 
does  not  suggest  pneumonia.  I consider  that  tu- 
berculosis, histoplasmosis,  and  blastomycosis  are 
the  most  likely  cause  of  the  patient’s  problems. 
Since  Dr.  Sloan  has  described  a lytic  lesion  in  the 
right  humerus,  I choose  blastomycosis  as  the  most 
likely  culprit.  A bone  lesion  in  this  location 
would  be  most  unusual  for  tuberculosis  or  histo- 
plasmosis. Bone  involvement  is  not  uncommon 
in  blastomycosis.  Miliary  involvement  does  occur 
in  blastomycosis  and  we  have  treated  three  such 
patients,  the  last  being  six  months  ago.  In  this 
latter  patient,  the  diagnosis  was  made  and  an  ag- 
gressive regimen  of  amphotericin  B started  within 
two  hours  of  admission,  but  the  patient  died  sud- 
denly five  days  later.  I also  know  of  another  pa- 
tient with  severe  miliary  blastomycosis  who  died 
suddenly  shortly  after  treatment  was  instituted. 

I have  not  explained  the  abnormal  liver  and  re- 
nal tests.  Possibly  hypoxemia,  dehydration,  high 
fever,  and  overwhelming  toxicity  singly  or  in  com- 
bination may  have  accounted  for  these  changes. 
It  would  not  be  illogical  to  consider  that  the  dis- 
ease process  in  the  lungs  also  involved  the  liver 
and  kidney.  Our  patient  referred  to  above,  who 
died  after  five  days  of  therapy,  also  had  elevated 
SGOT,  alkaline  phosphatase,  LDH,  and  BUN. 
Admission  blood  gases  were  almost  identical  to 
the  patient  we  are  discussing  today. 

Question:  What  are  the  odds  of  finding  tuber- 
culosis organisms  in  a patient  with  miliary  dis- 
ease? 

Dr.  Campbell:  They  are  hard  to  find,  because 
frequently  such  patients  have  no  cough  or  spu- 
tum. Using  tracheal  suction  and  nebulized  10  per 
cent  saline  to  produce  cough  and  sputum  in- 
creases the  yield.  Washings  obtained  at  bronchos- 
copy would  also  increase  the  diagnostic  yield  as 
would  a mediastinoscopy  and  liver  biopsy.  1 don't 
have  a rough  figure,  but  I would  think  in  miliary 
tuberculosis  using  the  above  methods  that  maybe 
you  could  come  up  with  routine  AFB  in  40  to  50 
per  cent  of  patients. 

Question:  Is  lung  biopsy  in  a patient  of  this 
type,  if  you  don’t  have  the  diagnosis,  very  dan- 
gerous? 

Dr.  Campbell:  Yes,  I think  it  would  be  dan- 
gerous. Needle  biopsy  carries  some  risk  in  a man 
that  you  are  having  trouble  oxygenating  at  8 liters 


of  oxygen  a minute.  If  you  get  a pneumothorax 
(which  you  stand  a good  chance  of  getting  with 
this  kind  of  procedure),  then  you  have  really 
compromised  his  respiratory  reserve  and  you  may 
lose  him,  especially  at  the  age  of  73. 

Question:  Then  would  you  give  us,  in  order 
your  preference  for  seeking  a tissue  diagnosis  or 
procedure  that  they  didn’t  get  around  to  because 
this  patient  didn’t  live  long  enough? 

Dr.  Campbell:  Well,  I certainly  would  like  to 
have  had  a mediastinoscopy  and  bronchoscopy. 
We  would  have  done  gastric  washings  for  culture 
for  tuberculosis,  but  smear  and  culture  for  fungi. 
We  have  made  the  diagnosis  of  blastomycosis  on 
smears  of  gastric  washings  in  the  absence  of  other 
findings.  Finally,  a liver  biopsy  may  have  shown 
granulomatous  or  mitotic  disease.  The  abnormal 
liver  studies  may  have  contraindicated  this  proce- 
dure. Urine  studies  for  tuberculosis  and  fungi  are 
also  of  value. 

Dr.  W . Treadwell:  The  only  case  I’ve  seen  with 
this  much  pulmonary  involvement  and  history  of 
sputum  production  that  couldn’t  be  diagnosed 
from  the  sputum  was  Wegener’s  granulomatosis 
and  it  looked  very  much  like  this.  Sputum  cy- 
tology for  malignancy  in  this  kind  of  patient  will 
be  positive  in  roughly  90  per  cent  of  cases,  but 
our  case  of  alveolar  cell  carcinoma  was  not.  The 
other  thing  that  bothers  me  is  the  report  of  “bud- 
ding Candida”;  I’ve  seen  blastomycosis  interpret- 
ed on  cytologic  preparations  as  Candida.  Another 
thing  that  bothers  me  is  that  this  patient  was  ade- 
quately oxygenated  and  I don't  believe  that  res- 
piratory insufficiency  is  what  killed  him,  and  I 
would  think  in  terms  of  a systemic  disease  and  a 
catastrophe  related  to  that.  Two  things  that  one 
would  always  think  about  in  this  category  of  pa- 
tients are  the  high  risk  of  pulmonary  emboli  (you 
can  say  about  one-half  of  the  people  that  are  sick 
are  going  to  have  them  which  may  or  may  not  kill 
them),  and  the  other  thing  is  that  they  gave  this 
one  steroids  and  he  had  hepatitis.  Then  when 
they  stopped  the  steroids  he  died,  and  1 don't 
know  if  that  was  the  cause  or  not.  What  I’m  try- 
ing to  lead  up  to  is  that  he  could  have  had  adrenal 
involvement  by  whatever  this  primary  process  was 
and  when  they  gave  him  steroids  and  then 
stopped  them,  that  may  have  killed  him. 

Question:  In  disseminated  blastomycosis,  how 
often  do  you  get  hepatic  involvement? 

Dr.  Campbell:  Dr.  John  Busey  was  chairman 
of  a Veterans  Administration  study  committee  on 
blastomycosis.  In  a retrospective  study  of  198  pa- 
tients with  a proved  diagnosis,  25  died  of  blasto- 
mycosis and  were  autopsied.  He  found  the  liver 
was  involved  in  9 patients  and  the  kidneys  in  9 
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patients.  Miliary  involvement  should  enhance  the 
involvement  of  other  organs  with  the  infection. 
Incidentally,  miliary  involvement  is  really  quite 
uncommon  in  blastomycosis.  A case  report  of 
blastomycosis  this  year  stated  that  their  case  was 
the  only  published  report  of  miliary  blastomycosis 
in  the  literature  in  the  past  six  years. 


Figure  1.  Low  magnification  of  portion  of  lung 
showing  extensive  areas  of  necrosis  and  numerous 
organisms  in  the  alveoli. 


Dr.  Brunson:  Dr.  Sloan  is  correct  with  refer- 
ence to  the  bone  lesion,  in  that  it  is  an  area  that 
we  don't  examine  routinely.  There  are,  however, 
blanks  on  the  autopsy  permits  that  may  be  used 
to  request  special  examinations.  It  would  be  of 
most  interest  to  know  what  that  is,  but  unfortu- 
nately the  autopsy  permission  was  limited  to  the 
thoracic  cavity.  So  I can  only  report  on  the  lungs, 
and  will  be  unable  to  say  anything  about  the  liver 
or  the  kidneys.  We  can  say  that  the  lungs  were 
certainly  in  a very  bad  way.  They  weighed  about 
4 times  the  usual  weight;  that  is  about  1400 
grams  each.  They  were  full  and  at  the  same  time 
not  edematous  in  the  sense  of  exuding  free  fluid. 
But  they  were  sort  of  pasty  and  nodular,  with 
nodules  of  varying  sizes  containing  depressed  cen- 
ters indicating  necrotic  areas;  a more  or  less  con- 
fluent necrosis  of  both  lungs.  I have  a couple  of 
slides  which  simply  point  out  these  changes  wher- 
ever one  looks  in  the  lung,  almost  every  alveolus 
is  full  of  blastomycosis.  In  some  areas  this  is  as- 
sociated with  a sort  of  aborted  granuloma  forma- 
tion, that  is,  there  are  a number  of  giant  cells  and 
there  are  extensive  areas  of  necrosis,  and  in  and 
around  many  of  the  lesions  there  are  extensive 
thrombi  in  many  of  the  vessels.  (See  Figure  1.) 
The  next  figure  also  shows  a segment  of  the  lung 


again,  demonstrating  myriads  of  blastomycotic 
forms,  yeast  forms,  some  of  which  seem  to  be 
budding.  (See  Figure  2.)  It  is  amazing  to  me  just 
to  see  that  almost  any  section  of  the  lung  is  ab- 
solutely packed  with  organisms  of  this  type,  and 
I think  the  patient  probably  died  of  a pure  res- 
piratory death.  We  did  receive,  on  the  day  of  his 
death,  a sputum  specimen  for  cytology  examina- 
tion and  when  this  was  examined,  it  showed  the 
blastomycosis  organisms.  So  perhaps  in  the  test 
or  diagnostic  workup  it  might  be  advisable  to 
secure  a decent  sputum  specimen  for  cytology 
and  there  are  methods  of  obtaining  such  and 
obviating  some  of  the  problems  with  respect  of 
Candida  and  getting  down  to  the  deep  seated 
problems  that  reside  in  the  alveoli. 


Figure  2.  Higher  magnification  of  lung  showing 
numerous  blastomycosis  organisms. 


At  any  rate,  this  patient  had  pulmonary  blasto- 
mycosis and  one  can  only  speculate  what  role  the 
steroids  played  in  disseminating  this  so  widely  in 
both  lungs.  Also,  just  what  his  innate  immuno- 
logic status  may  have  been  and  what  he  might 
have  been  engaged  in  occupationally  would  also 
be  of  interest.  1 think  it  would  be  quite  interest- 
ing to  know  just  what  that  bone  lesion  might  have 
been  and  it  would  also  be  of  interest  to  know 
whether  this  was  disseminated  to  the  liver  and 
perhaps  to  the  other  organs.  There  were  some 
pulmonary  adhesions  but  these  were  not  very 
striking. 

Dr.  Campbell:  Was  there  any  bone  marrow 
gotten  at  all? 

Dr.  Brunson:  No. 

Dr.  Campbell:  Have  you  seen  blastomycosis 
involve  the  liver  or  kidneys  as  an  active  process? 
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Dr.  Brunson:  I don't  recall  seeing  it  in  either 
one  of  those  organs.  Do  you  Dr.  Dawson? 

Dr.  James  R.  Dawson:  No. 

Question:  What  about  adrenals? 

Dr.  Brunson:  No,  histoplasmosis  quite  com- 
monly does  affect  the  adrenal  gland,  but  I’ve  not 
seen  blastomycosis  do  this.  Of  course,  we  don't 
see  that  much  blastomycosis.  Dr.  Campbell,  do 
you  have  any  closing  comments?  What  do  you 
think  of  the  steroids? 

Dr.  Campbell:  I’m  not  sure  that  the  course  of 
this  disease  would  have  changed  if  they  had  start- 


ed amphotericin  the  day  of  admission.  Our  pa- 
tient died  despite  very  aggressive  treatment  from 
the  day  he  was  admitted  and  his  x-ray  didn’t  look 
as  bad  as  this  one.  Certainly  I think  if  he  hadn’t 
been  quite  this  sick  that  steroids  would  have 
worsened  his  condition  and  sped  him  along  if  the 
diagnosis  had  not  been  picked  up  in  a short  time. 
There  is  an  increased  incidence  of  fungal  infec- 
tion in  patients  on  steroids,  and  one  of  our  pa- 
tients with  miliary  blastomycosis  was  on  steroids 
for  asthma.  *** 

2500  North  State  Street  (39216) 


In  the  days  of  knights  and  chivalry.  King  Arthur  one  day  sum- 
moned Sir  Lancelot  and  said,  “I’m  leaving  on  a journey.  ...  I trust 
you  above  all  men  and  I am  entrusting  you  with  the  key  to  Guine- 
vere’s chastity  belt.”  Lancelot  replied,  “I’m  touched  by  your  faith 
in  me.  I promise  to  protect  her  with  my  very  life.”  Before  an  hour 
had  lapsed,  clippity  clop,  clippity  clop,  up  gallops  Sir  Lancelot  to 
the  King’s  castle  on  his  pure  white  charger,  and  announces  breath- 
lessly, “My  Liege,  my  Liege,  I am  sorry  to  disturb  you  so.  but  you 
gave  me  the  wrong  key.  . . .” — Hawaii  Medical  Journal. 
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Radiologic  Seminar  CXXVII: 
Jejunal  Diverticulosis 

CLYDE  SMITH,  M.D. 
Greenwood,  Mississippi 


Jejunal  diverticulosis  is  a rare  affliction  of 
the  gastrointestinal  tract.  The  incidence  of  the  di- 
agnosis is  directly  related  to  the  intensity  of  the 
search  for  its  presence.1 

These  diverticula  are  usually  acquired.  They 
occur  on  the  mesenteric  border  of  the  intestine; 
commonly  at  sites  of  vascular  penetration  of  the 
mesenteric  attachment.  They  usually  are  thin 
walled  sacs  composed  of  mucosa,  submucosa,  and 
peritoneum.  They  occasionally  contain  muscle. 
They  range  greatly  in  size,  from  less  than  1 cm. 
to  over  10  cm.,  with  necks  of  varying  width.  Most 
of  the  diverticula  occur  in  the  proximal  jejunum. 

These  diverticula  are  demonstrated  by  barium 
studies  of  the  small  intestine.2  They  appear  as 
globular  masses  of  barium.  Depending  on  the 
projection,  the  neck  or  connection  with  the  lu- 
men of  the  small  bowel  may  or  may  not  be  dem- 
onstrated. The  globular  masses  are  usually 
smooth,  and  almost  never  show  mucosal  folds. 
When  numerous  and  large,  the  diverticula  may 
produce  marked  distortion  of  jejunal  motor  func- 
tion. 

Another  interesting  radiological  finding  in  je- 
junal diverticulosis  is  that  of  fluid  levels  in  the 
larger  diverticula,3  demonstrated  on  erect  films 
of  the  abdomen,  and  simulating  intestinal  obstruc- 
tion. 

The  patients  can  usually  be  divided  into  four 
groups  on  the  basis  of  symptomatology:4  (1) 
those  who  have  no  symptoms;  (2)  those  who 
have  mild  chronic  indigestion;  (3)  those  who 
suffer  an  acute  abdominal  catastrophe  due  to  a 
complication  of  diverticulosis;  or  (4)  those  who 
present  with  malabsorption  of  various  substances, 
particularly  Vitamin  Bi2. 

Sponsored  by  the  Mississippi  Radiological  Society. 


The  incidence  of  complications  is  relatively 
low.  The  most  common  complications  are  acute 
mechanical  intestinal  obstruction  and  diverticu- 
litis. The  two  are  sometimes  related;  particularly 
in  patients  with  numerous  and  large  diverticula, 
a syndrome  similar  to  the  blind-loop  syndrome 
occurs.  These  patients  develop  macrocytic  mega- 


Figure  1 
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Figure  2 


loblastic  anemia  usually  associated  with  steator- 
rhea. This  condition  is  thought  to  be  caused  by 
the  great  increase  in  intestinal  bacteria  within 
the  diverticula,  which  absorb  the  Bi2  and  prevent 
its  absorption  by  the  patient. 

Most  patients  with  anemia  can  be  treated  med- 
ically with  diet,  vitamins  and  antibiotics.  Surgery 
is  indicated  when  medical  management  of  the 
anemia  fails.  Surgery  is  also  usually  indicated 
with  the  other  complications. 

Presented  are  two  cases:  Case  No.  1 is  that  of 
a 68-year-old  white  female  with  numerous  diver- 
ticula but  no  symptoms  referable  to  the  diverticu- 
la. (See  Figure  1.)  Case  No.  2 is  that  of  a 68- 


Figure  3 


year-old  male  who  shows  numerous  and  large  di- 
verticula with  some  decrease  in  transit  time  of 
barium  through  the  G.I.  tract.  (See  Figures  2 
and  3.)  This  patient  also  had  macrocytic  anemia 
and  steatorrhea. 

1605  Strong  St.  (38930) 
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QUITE  A SWITCH 

Bumper  sticker  reminiscing  the  good  ole  days:  “Remember 
when  air  was  clean  and  sex  dirty?” 

— Hawaii  Medical  Journal 
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The  President  Speaking 

“You  Win  Some,  You  Lose  Some” 

CHARLES  R.  JENKINS,  M.D. 

Laurel,  Mississippi 

In  my  last  editorial  as  president,  I thought  it  would  be  meaningful 
to  summarize  our  legislative  record  for  1973.  Many  bills  pertaining 
to  health  were  introduced  in  the  Mississippi  State  Legislature  and 
those  of  you  who  conscientiously  peruse  the  Blue  Sheet  may  al- 
ready know  the  score.  To  them  these  remarks  may  not  be  too 
informative,  but  to  others  it  may  be  interesting  to  know  how  the 
Mississippi  State  Medical  Association  fared  with  legislation  it 
endorsed  or  opposed. 

Since  1895  when  Daniel  David  Palmer,  an  Iowa  grocer,  “ad- 
justed” Harvey  Lillard’s  back  and  “cured”  his  deafness  of  17  years’ 
standing  we  have  had  the  cult  of  chiropractic  to  contend  with. 
Before  this  year  Mississippi  and  Louisiana  were  the  only  states 
where  chiropractic  was  not  licensed.  Now  only  Louisiana  remains. 
The  1973  Mississippi  State  Legislature  passed  a chiropractic 
licensure  act  which  was  an  amended  version  of  Senate  bill  1993 
that  had  been  worked  out  in  the  joint  conference  committee. 
While  it  is  not  a good  bill  it  is  much  better  than  the  bill  we,  at  one 
time,  thought  would  be  passed.  It  does:  (1)  prohibit  advertising; 
(2)  promulgate  rules  for  operation  of  x-ray  machines  by  chiro- 
practors; (3)  requires  chiropractors  to  pass  basic  science  exami- 
nations, said  examination  to  be  approved  by  the  State  Health 
Officer;  (4)  requires  chiropractors  to  use  no  other  designation 
than  chiropractor;  and  (5)  prohibits  them  from  participating  in 
Workmen’s  Compensation  and  Medicaid. 

In  my  opinion  the  reason  the  chiropractors  agreed  to  this  bill 
was  that  it  gave  them  the  proverbial  “foot  in  the  door”  and  you 
can  be  assured  they  will  lobby  just  as  hard  in  ensuing  years  to 
remove  some  of  the  bill’s  restrictions. 

While  the  chiropractic  fight  received  most  of  the  publicity, 
other  important  bills  backed  by  the  MSMA  that  were  passed  in- 
cluded bills  to  provide  insurance  coverage  for  newborns,  permit 
retirement  of  x-rays  after  seven  years,  and  to  establish  a school  of 
dentistry  at  the  University  of  Mississippi  Medical  Center. 

However,  we  failed  to  obtain  passage  for  five  of  our  most  im- 
portant bills.  These  were:  (1)  to  establish  the  Office  of  State 
Medical  Examiner;  (2)  to  require  uniform  insurance  claim  forms 
for  physicians’  services;  (3)  to  provide  legal  shelter  for  peer 
review;  (4)  to  create  a department  of  mental  health  headed  by  a 
professional  and  (5)  to  create  an  emergency  medical  services  act 
to  upgrade  emergency  room  and  ambulance  service. 

Your  Council  on  Legislation  and  the  headquarters  staff  along 
with  many  officers  and  members  worked  very  hard  with  the 
legislature  to  get  laws  which  were  beneficial  to  the  public  health 
passed.  They  cannot  do  the  job  alone.  Let  every  MSMA  member 
consider  himself  a committee  of  one  to  meet  with  his  legislators 
during  the  summer  and  fall  and  impress  upon  them  the  importance 
of  passing  constructive  health  legislation. 

When  we  total  up  the  score  it  is  easy  to  see  that  we  lost  more 
than  we  won,  but  hopefully  this  trend  can  be  reversed.  In  the 
words  of  the  loyal  sports  fan — “you  just  wait  till  next  year.”  *** 
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Committee  on  Fee  Schedules 

Issues  Status  Report 


The  Committee  to  Study  and  Develop  Profes- 
sional Fee  Schedules  of  the  Mississippi  Founda- 
tion for  Medical  Care,  Inc.  held  its  initial  meet- 
ing in  Jackson  on  Jan.  25,  and  a subsequent 
meeting  was  held  on  Mar.  21.  The  committee  is 
composed  of  Drs.  Joseph  B.  Rogers,  Oxford; 
Kenneth  P.  Pittman.  Jackson;  Tom  H.  Mitchell, 
Vicksburg;  Whitman  Johnson,  Clarksdale;  Jack 
Atkinson,  Brookhaven;  and  Gerald  Gable,  Hat- 
tiesburg. 

At  its  initial  meeting  on  Jan.  25,  the  committee 
arrived  at  an  operational  format  to  achieve  its 
goals  and  later  met  individually  with  Mr.  George 
Butler,  president,  Mississippi  Hospital  and  Medi- 
cal Service,  and  Mr.  Bob  Gunter,  manager  of 
Travelers  Medicare  for  Mississippi,  to  discuss  the 
feasibility  of  adopting  a statewide  fee  schedule  of 
usual,  customary  and  reasonable  fees  for  physi- 
cians’ services.  Both  gentlemen  expressed  interest 
in  further  discussions  in  this  regard.  More  spe- 
cifically with  respect  to  Medicare,  Mr.  Gunter 
advised  the  committee  that  the  program  would 
be  receptive  to  establishing  a uniform  schedule 
of  fees  throughout  the  state  in  lieu  of  the  present 
two  area  fee  base  if  this  was  the  desire  of  the 
medical  profession.  The  committee  is  presently 
examining  data  in  this  regard  to  determine  all 
possible  ramifications  involved  in  adoption  of  a 
statewide  fee  schedule. 

The  committee  has  requested  all  MFMC  mem- 
bers to  forward  their  schedule  of  fees  posted  in 
accordance  with  Phase  II  requirements  of  the 
Price  Commission  and  the  IRS.  In  addition  to 
fees,  members  were  requested  to  furnish  informa- 


tion on  their  type  of  practice,  city  or  town,  and 
the  frequency  of  procedures  performed.  The  re- 
sponse has  been  gratifying  and  certain  basic  in- 
formation and  data  have  already  been  computed 
from  these  initial  replies.  At  this  time  the  commit- 
tee and  staff  are  in  the  process  of  preparing  a list- 
ing of  usually  performed  procedures  by  specialty, 
using  coding  and  nomenclature  from  the  1969 
California  Relative  Value  Index.  This  “short  list” 
of  procedures  will  be  mailed  to  all  MFMC  mem- 
bers and  data  obtained  therefrom  will  be  used  to 
verify,  strengthen  and  standardize  the  data  base 
obtained  from  responses  to  the  committee’s  initial 
inquiry.  Subsequently,  the  committee  will  meet 
with  representatives  from  all  specialty  groups  to 
examine  and  discuss  the  data  obtained  from  the 
study  with  the  view  of  arriving  at  a final  product. 

With  the  formulation  of  a statewide  usual,  cus- 
tomary and  reasonable  fee  schedule,  the  Missis- 
sippi Foundation  for  Medical  Care  will  have  one 
of  the  important  tools  necessary  to  reach  those 
foundation  goals  outlined  at  the  MFMC  Board 
of  Director’s  meeting  last  August  as  follows:  (1) 
peer  and  utilization  review  development  and  sup- 
port; (2)  definition  of  quality  care  standards;  (3) 
study  and  development  of  professional  fee  sched- 
ules; and  (4)  serving  as  an  intermediary  between 
the  physician  and  third  party  payors/health  in- 
surance carriers. 

Gerald  P.  Gable,  M.D. 

Hattiesburg,  Miss. 

Chairman,  Committee  to 
Study  and  Develop 
Professional  Fee  Schedules 
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Sirs:  We  enjoyed  the  recent  article  on  arterial 
blood  gases  by  Morgan  and  Williams  (April 
1973)  and  because  of  increased  utilization  of 
these  measurements,  my  associates  and  I feel 
that  a brief  review  of  the  important  causes  of 
arterial  hypoxemia  is  in  order. 

There  are  four  causes  of  arterial  hypoxemia: 
(1)  Hypoventilation,  (2)  diffusion  abnormalities, 
(3)  shunt,  and  (4)  ventilation/perfusion  ratio  in- 
equality. 

HYPOVENTILATION:  If  ventilation  is  re- 
duced, alveolar  hypoxia  occurs  and,  therefore,  ar- 
terial hypoxemia  must  follow.  Hypoventilation  is 
always  accompanied  by  a raised  pC02  because 
it  interferes  with  the  elimination  of  carbon  dioxide 
as  much  as  with  the  uptake  of  oxygen.  It  is  clear 
that  hypoxemia  due  to  hypoventilation  usually 
occurs  when  the  lung  itself  is  normal.  Causes  in- 
clude respiratory  center  depression  by  drugs  (most 
common),  diseases  affecting  the  nerve  supply  to 
the  muscles  of  the  thorax,  or  the  muscles  them- 
selves, injury  to  the  chest  wall,  or  upper  airways 
obstruction.  An  important  clinical  feature  of  hypo- 
ventilation as  a cause  of  hypoxemia  is  that  because 
the  lung  is  usually  normal,  the  prognosis  is  ex- 
cellent if  the  precipitating  cause  can  be  removed. 

DIFFUSION:  Lung  disease  may  impede  the 
diffusion  of  oxygen  across  the  alveolar  membrane. 
Conditions  such  as  diffuse  interstitial  fibrosis,  pul- 
monary venous  hypertension,  sarcoidosis,  asbes- 
tosis,  and  alveolar  carcinomatosis  are  associated 
with  apparent  thickening  of  the  alveolar  blood 
gas  barrier,  and  it  is  possible  that  some  of  the 
arterial  hypoxemia  in  these  patients  may  be  caused 
by  defective  diffusion.  Resting  and  exercise  ar- 
terial blood  gas  determinations  have  been  used 
in  the  past  to  exclude  diffusion  as  a significant 
cause  of  arterial  hypoxemia  in  patients  who  are 
suspected  to  have  this  abnormality.  In  the  normal 
resting  lung,  as  well  as  in  the  diseased  lung,  there 
are  great  reserves  of  diffusion,  and  these  reserves 
are  implemented  during  exercise  but  stress  the 
diffusion  ability  of  the  lung  only  when  it  is  severe- 
ly curtailed.  It  is  clear  that  even  if  the  time  avail- 
able for  diffusion  is  reduced  to  one-third  of  nor- 
mal, the  normal  lung,  and  indeed  the  abnormal 
lung,  may  still  be  able  to  oxygenate  blood  effective- 
ly. Failure  to  demonstrate  hypoxemia  with  exercise 
must  not  and  cannot  be  used  to  exclude  significant 
diffusion  impairment  for  it  has  been  shown  that 
at  least  50  per  cent  of  the  diffusing  surface  must 


be  impaired  before  the  exercise  arterial  value 
falls  significantly. 

SHUNT:  In  disease,  right-to-left  shunts  may 
result  in  severe  hypoxemia.  The  most  common 
group  of  patients  to  which  this  applies  are  those 
with  congenital  heart  disease  and  with  pulmonary 
disease  such  as  atelectasis,  pulmonary  edema  and 
abnormal  venous  connections.  By  giving  a patient 
pure  oxygen  to  breathe,  true  shunt  can  be  distin- 
guished from  other  causes  of  hypoxemia  because 
only  in  this  condition  does  hypoxemia  remain. 
True  shunt  is  defined  as  all  blood  which  finds  its 
way  into  the  arterial  circulation  without  going 
through  ventilated  lung.  Pure  oxygen  abolishes 
the  hypoxemia  of  hypoventilation,  diffusion  im- 
pairment, and  ventilation  perfusion  inequality. 

VENTILATION/PERFUSION  INEQUALI- 
TY: By  far,  the  most  important  cause  of  arterial 
hypoxemia  is  a mismatch  between  the  distribution 
of  ventilation  and  blood  flow  in  the  lung.  It  is 
technically  difficult  to  quantitatively  assess,  yet 
it  is  the  mechanism  responsible  for  most  of  the 
hypoxemia  seen  on  the  general  medical  ward. 
For  example,  the  hypoxemia  of  chronic  obstruc- 
tive lung  disease,  pneumonia  and  pulmonary  fi- 
brosis. In  the  normal  lung,  the  depression  of  the 
blood  PaO-  by  ventilation/perfusion  ratio  inequal- 
ity, amounts  to  less  than  5 torr,  and  is,  therefore, 
hardly  measurable.  It  is  of  the  same  order  as  that 
caused  by  the  shunt  effect;  however,  in  disease,  the 
mechanism  is  often  of  great  importance,  fre- 
quently cuttin?  the  arterial  pOL.  to  half  its  normal 
value.  In  addition,  the  ventilation/perfusion  in- 
equality also  interferes  with  carbon  dioxide  trans- 
fer so  that  carbon  dioxide  retention  may  follow. 
In  the  absence  of  sophisticated  techniques,  it  may 
be  difficult  to  differentiate  ventilation/perfusion 
abnormalities  from  other  causes  of  hypoxemia. 
Significant  hypoxemia  with  little  or  no  measurable 
true  shunt  in  the  absence  of  normal  oxygen  trans- 
fer is  consistent  with  a V/Q  abnormality  if  hypo- 
ventilation can  be  excluded. 

The  effect  of  exercise  itself  is  of  very  limited 
value  in  distinguishing  between  the  various  causes 
of  hypoxemia.  In  hypoventilation,  hypoxemia 
typically  becomes  more  severe  on  exercise  be- 
cause the  oxygen  uptake  is  increased  and  the 
lungs  respond  slowly  to  the  added  ventilatory 
drive.  Only  the  patient  with  profoundly  impaired 
diffusion  will  lower  his  oxygen  tension  value  with 
exercise  in  response  to  increased  oxygen  demand 
and  to  increased  pulmonary  capillary  transit  time. 
A true  shunt  (which  remains  a constant  propor- 
tion of  the  cardiac  output  on  exercise)  causes 
more  hypoxemia  because  the  pO^  of  mixed  ven- 
ous blood  and,  therefore,  the  shunted  blood  is 
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Book  Reviews 

Current  Diagnosis  and  Treatment.  By  Marcus 
A.  Krupp,  M.D.,  and  Milton  J.  Chatton,  M.D., 
and  associate  authors.  996  pages,  with  illustra- 
tions. Los  Altos,  California:  Lange  Medical  Pub- 
lications, 1973.  $12.00. 

The  authors,  in  their  preface,  state  that  this 
book  is  not  intended  to  be  a textbook  of  medicine. 
It  is  not.  They  also  state,  “it  is  intended  to  serve 
the  practicing  physician  as  a useful  desk  reference 
on  widely  accepted  techniques  currently  available 
for  diagnosis  and  treatment.”  It  accomplishes  this 
in  an  admirable  form.  Pertinent  references  are 
available  for  each  disorder.  For  the  most  part, 
these  references  are  to  readily  available  literature. 
This  book  has  been  produced  annually,  but  will 
be  produced  biennially  following  this  year. 

Following  sections  on  general  symptoms  and 
on  electrolyte  balance,  the  book  is  divided  into 
chapters  covering  diseases  of  each  system  of  the 
body  and  infectious  disease.  Topics  such  as  anti- 
biotics, poisons,  medical  genetics,  and  immuno- 
logic disorders  are  other  chapter  headings  and 
receive  adequate  coverage. 

One  outstanding  feature  of  this  publication  is 
its  appendix.  It  includes  information  that  is  not 


usually  found  in  standard  medical  texts,  including 
such  items  as  immunization  of  adults  for  overseas 
travel,  medical  precautions  for  overseas  travel  and 
a discussion  of  laboratory  tests  and  their  interpre- 
tation. There  is  even  a nomogram  for  the  deter- 
mination of  body  surface  area.  Numerous  charts 
and  tables  are  scattered  throughout  the  book. 
One  particularly  useful  table  is  that  entitled 
“Drugs  Interfering  Directly  With  Chemical 
Tests.” 

Obviously,  a book  of  this  size  could  not  be 
complete;  however,  I believe  the  authors  have 
done  a remarkable  job  in  culling  extraneous  ma- 
terial and  including  the  pertinent  and  significant 
points  for  each  disease  condition.  The  authors  al- 
so usually  give  a complete  treatment  regimen  for 
each  condition,  so  the  physician  does  not  have  to 
look  up  dosages  in  another  book. 

One  interesting  feature  is  that  this  book  in- 
cludes so  many  of  the  common  illnesses  that  are 
overlooked  in  the  larger  textbooks  of  internal 
medicine.  Therefore,  one  has  here  a ready  source 
to  the  current  treatment  of  these  conditions.  I be- 
lieve the  authors  have  succeeded  in  producing  an 
excellent  desk  reference  for  the  practicing  physi- 
cian. 

David  M.  Owen,  M.D.,  Hattiesburg,  Miss. 


lower.  The  hypoxemia  of  a patient  with  ventila- 
tion/perfusion inequality  may  become  worse,  im- 
prove or  remain  unchanged  depending  upon  the 
ventilatory  response  and  the  pattern  of  uneven 
distribution  in  the  lung. 

As  regards  normal  values,  in  the  healthy  adult 
an  arterial  oxygen  tension  above  80  is  considered 
normal  while  breathing  room  air.  Hypoxemia  is 
present  then  if  the  arterial  oxygen  tension  is  be- 
low 80  torr.  There  are  two  exceptions  to  this:  a) 
The  normal  newborn  infant  has  an  arterial  oxygen 
tension  range  of  40-60  torr,  b)  the  normal  ar- 
terial oxygen  tension  decreases  with  age.  A gen- 
eral guideline  is  to  subtract  1 torr  from  the 
minimal  80  torr  level  for  every  year  over  60.  This 
means  that  one  would  accept  as  normal  a minimal 
oxygen  tension  of  70  torr  in  a 70-year-old  pa- 
tient and  60  torr  in  an  80-year-old  patient. 

Finally,  many  studies  have  demonstrated  that 
the  arterial  oxygen  tension  may  be  low  in  pa- 
tients with  polycythemia  vera  who  have  no  de- 


monstrable co-existent  cardiopulmonary  disease; 
therefore,  a low  pOL.  (even  with  exercise)  will 
not  by  itself  separate  primary  from  secondary 
polycythemia.  The  probable  cause  of  arterial  hy- 
poxemia in  this  condition  is  thought  to  be  related 
to  thromboses  in  pulmonary  vessels. 

With  proper  calibration  and  standardization  of 
blood  gas  equipment  in  use  today,  there  is  usually 
no  discrepancy  between  reliable  results  and  one’s 
clinical  appraisal;  however,  when  blood  gas  de- 
terminations do  not  agree  with  clinical  judgement 
we  are  more  likely  to  re-evaluate  the  latter. 

Joe  R.  Norman,  M.D. 

Camilla  A.  Proctor,  M.D. 

A.  Wallace  Conerly,  M.D. 
Division  of  Pulmonary  Diseases 
Department  of  Medicine 
University  of  Mississippi 
Medical  Center 
Jackson,  Miss. 
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Miss.,  one  year;  orthopaedic  surgery  residency, 
same,  July  1,  1966-June  30,  1970;  elected  by 
Central  Medical  Society. 


Brooks.  John  M.,  Jr.,  Greenville.  Born  Rushton, 
La.,  Aug.  20,  1939;  M.D.,  University  of  Tennes- 
see School  of  Medicine,  Memphis,  Tenn.,  1964; 
interned  one  year  with  City  of  Memphis  Hos- 
pitals; surgery  residency.  University  of  Tennessee 
July  1,  1968-June  30,  1972;  fellowship  in  periph- 
eral vascular  surgery.  Baptist  Hospital,  Memphis, 
Tenn.,  six  months;  elected  by  Delta  Medical  So- 
ciety. 

Cary,  Elizabeth  R.,  Jackson.  Born  Huntington, 
W.  Va.;  M.D.,  Tulane  University  School  of  Medi- 
cine, New  Orleans,  La.,  1963;  interned  one  year, 
Parkland  Hospital,  Dallas,  Tex.;  pathology  resi- 
dency, Ochsner  Foundation  Hospital,  New  Or- 
leans, La.,  July  1,  1965-June  30,  1970;  patholo- 
gy residency.  Charity  Hospital,  New  Orleans,  La., 
July  1,  1964-June  30,  1965;  elected  by  Central 
Medical  Society. 

Smith,  J.  George,  Jr.,  Jackson.  Born  Poplar- 
ville,  Miss.,  Mar.  6,  1941;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1965;  interned  Parkland  Hospital,  Dallas,  Tex., 
one  year;  surgery  residency,  University  Medical 
Center,  Jackson,  Miss.,  1968-69;  otolaryngology 
residency,  same,  1969-72;  elected  by  Central 
Medical  Society. 

Suzuki,  Akio,  Jackson.  Born  Numazu,  Japan, 
Nov.  7,  1929;  M.D.,  Tokyo  Medical  and  Dental 
University  School  of  Medicine,  Tokyo,  Japan, 
1956;  interned  Tokyo  US  Army  Hospital,  Tokyo, 
Japan,  one  year;  thoracic  and  cardiology  residen- 
cy, St.  Vincent  Charity  Hospital,  Cleveland,  Ohio, 
1958-64;  fellowship  in  cardiovascular  surgery, 
same,  1964-68;  chief  residency,  general  surgery. 
University  Medical  Center,  Jackson,  Miss.,  1968- 
69;  elected  by  Central  Medical  Society. 

Warren,  Glen  Curtiss,  Jackson.  Born  D'Lo, 
Miss.,  Nov.  2,  1931;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  Miss.,  1961; 
interned  Wilford  Hall  USAF  Medical  Center, 
San  Antonio,  Tex.,  one  year;  neurosurgery  resi- 
dency, University  Medical  Center,  Jackson,  Miss., 
Jan.  1,  1964-Dec.  31,  1968;  elected  by  Central 
Medical  Society. 

Williford,  James  S.,  Hattiesburg.  Born  Mc- 
Comb,  Miss.,  Nov.  3,  1939;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  Miss., 
1966;  interned  University  Hospital,  Jackson, 


THE  MISSISSIPPI  POSTGRADUATE 

INSTITUTE  IN  THE 
MEDICAL  SCIENCES 

April  23-27,  1973 

Radiology  Intensive  Course 

University  Medical  Center,  Jackson 
April  23-27,  1973 

Sponsored  by  The  University  of  Mississippi 
School  of  Medicine,  with  the  support  of  the  Mis- 
sissippi Regional  Medical  Program 
Coordinator: 

Robert  D.  Sloan,  M.D.,  professor  of  radiology  and 
chairman  of  the  department.  The  University  of 
Mississippi  School  of  Medicine 
This  one-week  intensive  course,  the  final  series 
offering  of  the  academic  year,  included  practical 
observations  of  radiologic  procedures  in  the  diag- 
nostic, therapeutic  and  isotope  areas,  as  well  as 
sessions  dealing  with  equipment,  techniques,  arte- 
facts and  radiation  safety. 

Registrants  are  all  enrolled  in  the  Mississippi 
Postgraduate  Institute  in  the  Medical  Sciences,  a 
Mississippi  Regional  Medical  Program-funded 
project. 

FUTURE  CALENDAR 


April  23-27,  1973 

Radiology  Intensive  Course 

April  30-May  3,  1973 

Mississippi  State  Medical  Association, 
Biloxi 

July  12-14,  1973 

Mississippi  Academy  of  Family  Physi- 
cians, Biloxi 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  morphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.co//appears  above. 


Different  modes  of  antibacterial  action  — 


Similar  changes 

As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar ...  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and  cystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity:  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


in morphology 

its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1:164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


lished.  Sulfonamides  should  not  be  used  for  group  A beta- i 
hemolytic  streptococcal  infections  and  will  not  eradicate  ora 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  such  I le 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyto- h 
sis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  re- hr 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpura  j ; 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CBC  i 1 
and  urinalysis  with  microscopic  examination  are  recommended] 
during  sulfonamide  therapy.  Insufficient  data  on  children  under! 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  l| 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose- 1 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dose-  S ! 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to  ! 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  > 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol® (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo* 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 


In  from  2 to  3 hours  after  the  initial  2-Gm 
adult  dose,  antibacterial  levels  are  present  in 


both  the  blood  and  urine. 


B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 

Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis  (riUltjUlfll 
and  pyelonephritis  due  to  / f?  .f.  * \ 

susceptible  organisms  (sulfamethoxazole) 

Basic  Theraov 


plastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
iia,  purpura,  hypoprothrombinemia  and  methemoglobinemia); 
llergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
nal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
ermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
val  and  scleral  injection,  photosensitization,  arthralgia  and 
llergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
bdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
tomatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
al  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
igo  and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
oxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
-E.  phenomenon).  Due  to  certain  chemical  similarities  with 
ome  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
lypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
>f  goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  rnc. 

Nutley.  N.J.  07110 


Robert  L.  Abney,  Jim  Hendrick,  Cecil  G. 
Jenkins,  J.  M.  Montalvo,  Aaron  Shirley, 
Frank  Wiygul  and  Noel  C.  Womack,  all  of 
Jackson,  have  been  selected  by  the  American 
Academy  of  Pediatrics  to  serve  as  Head  Start 
consultants  in  this  area. 

G.  Spencer  Barnes  of  Columbus,  R.  E.  Cald- 
well of  Baldwyn,  Stanley  A.  Hill  of  Corinth, 
S.  H.  McDonnieal,  Jr.,  of  Jackson,  Louie  F. 
Wilkins,  Jr.,  of  Brookhaven,  and  Lyne  S.  Gam- 
ble of  Greenville  have  been  elected  or  re-elected 
to  another  term  on  the  board  of  directors  of  Blue 
Cross  and  Blue  Shield  of  Mississippi,  Inc. 

Thomas  Barnes  of  Greenville,  in  his  capacity 
as  vice  president  of  the  Mississippi  division  of  the 
American  Cancer  Society,  spoke  to  the  Green- 
ville Shrine  Club  and  Shrine  Club  auxiliary  mem- 
bers recently. 

Hal  Bishop  announces  the  removal  of  his  office 
for  the  practice  of  orthopedic  surgery  from  1210 
West  Division  Street  to  Coastal  Medical  Center, 
Gateway  Executive  Park,  Biloxi. 

Jim  M.  Brock  of  McComb  announces  the  re- 
moval of  his  office  to  136  Marion  Drive.  Dr. 
Brock  limits  his  practice  to  the  diseases  of  the 
skin  and  skin  surgery. 

Harry  Cosby,  Jr.,  of  Iuka  was  featured  in  an  ar- 
ticle on  the  Regional  Medical  Programs  in  the 
Mar.  26  issue  of  the  American  Medical  News. 

Millard  S.  Costilow  of  North  Carrollton  has 
been  elected  an  advisor  for  the  Delta  Chapter  of 
the  American  Association  of  Medical  Assistants, 
Mississippi  society. 

H.  Vann  Craig  of  Natchez  is  president  of  the 
Adams  County  Medical  Society.  President-elect 
is  Kurtz  B.  Stowers  and  secretary-treasurer  is 
Walter  T.  Colbert. 

J.  P.  Culpepper,  III,  and  Joe  E.  Varner,  Jr., 
announce  the  opening  of  their  office  at  Suite  104, 
Medical  Plaza  Building  in  Hattiesburg  for  the 
practice  of  surgery. 

S.  R.  Evans,  Jr.,  announces  the  opening  of  his 
office  at  204  8th  Street  in  Greenwood  for  the 
practice  of  surgery. 

Hannelore  H.  Giles  and  Conrad  C.  Horecky, 
III,  of  the  Medical  Group  of  Hattiesburg,  P.A., 
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announce  the  removal  of  their  offices  to  820 
South  28th  Avenue. 

Robert  M.  Graham,  Joel  Callahan  and  Wil- 
liam Billups  of  Meridian  are  serving  as  physi- 
cian advisors  to  the  Meridian  chapter  of  the  Mis- 
sissippi Association  of  Medical  Assistants. 

James  D.  Hardy  of  Jackson  was  chosen  by  the 
Baylor  University  at  Dallas  to  lecture  as  the  Shel- 
ton Visiting  Professor.  Dr.  Hardy  spoke  on  “New 
Horizons  in  Cancer  Management.” 

Lee  L.  Hasseltine  announces  the  opening  of  his 
new  office  for  the  practice  of  eye,  ear,  nose  and 
throat  at  1906  Shiloh  Road  in  Corinth. 

Edwin  M.  Hemness  announces  the  opening  of 
his  office  at  1819  Hospital  Drive  in  Clarksdale 
for  the  practice  of  orthopedic  surgery. 

Emmett  M.  Herring  of  Hattiesburg  has  been 
named  an  advisory  director  of  Pine  Belt  Savings 
and  Loan  Association. 

J.  D.  Hutchins  has  opened  his  office  in  the  South 
Prentiss  Shopping  Center  for  the  practice  of  medi- 
cine in  Prentiss. 

Charles  R.  Jenkins  of  Laurel,  MSMA  presi- 
dent, participated  in  the  recent  Student  American 
Medical  Association  panel  presentation  on  cur- 
rent health  issues  and  legislation  at  the  Medical 
Center  Holiday  Inn  in  Jackson. 

Dewey  Lane  of  Pascagoula  has  been  elected 
president  of  the  Board  of  Trustees  of  the  Pasca- 
goula Municipal  Separate  School  District. 

Blanche  Lockard  and  Noel  C.  Womack  of 
Jackson  were  guest  speakers  at  a session  on  sex- 
ual awareness  during  “Student  Life  Week”  at 
Mississippi  College  in  Clinton.  Dr.  Lockard  limits 
her  practice  to  obstetrics  and  gynecology  and  Dr. 
Womack  is  a pediatrician. 

M.  F.  Longnecker  announces  the  removal  of  his 
practice  for  orthopedic  surgery  from  1210  West 
Division  Street  to  the  Coastal  Medical  Center, 
Gateway  Executive  Park,  Biloxi. 

W.  M.  McKell,  Jr.,  of  Jackson  has  been  appoint- 
ed to  the  board  of  directors  of  Citizens  National 
Bank. 

William  E.  O'Mara  will  begin  the  practice  of 
medicine  in  Carthage  July  1.  Dr.  O'Mara  is  cur- 
rently in  a residency  program  at  the  V.A.  Hos- 
pital in  Memphis. 

E.  J.  Price,  Jr.,  of  McComb  announces  the  re- 
moval of  his  office  for  the  practice  of  obstetrics 
and  gynecology  to  144  North  Boardway  in  the 
State  Pharmacy  Building. 
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George  Purvis  of  Jackson  has  completed  a year 
of  service  as  chairman  of  the  board  of  trustees  for 
the  Mississippi  Baptist  Seminary. 

Ernest  D.  Reynolds,  Jr.,  of  Clinton  was  named 
Outstanding  Citizen  of  1973  by  the  Clinton 
Chamber  of  Commerce  at  the  annual  membership 
banquet. 

Robert  M.  Ritter  of  Whitfield  was  guest  speak- 
er for  the  Jackson  Federation  of  Women’s  Clubs 
meeting  at  Millsaps  College.  Dr.  Ritter  discussed 
“Psychodynamics  of  Drug  Dependency.” 

Eugene  Taylor  and  J.  C.  Passman  of  Natchez 


are  cooperating  with  the  Adams  County  Health 
Department  in  conducting  a crippled  children’s 
clinic  for  Adams  and  the  surrounding  counties. 

James  S.  Troxell  has  joined  the  staff  of  the 
Rush  Medical  Group  in  Meridian  in  the  field  of 
family  practice. 

Frank  C.  Wade  of  Magee  has  announced  his 
candidacy  as  a Republican  for  the  office  of  Aider- 
man,  Ward  I,  in  the  upcoming  municipal  election. 

Reginald  P.  White  of  Meridian  was  crowned 
1973  king  of  the  Junior  Auxiliary’s  annual  chari- 
ty ball. 


cz^fnociation  of  <zA/[exliaa.C 

Post  Office  Box  384 
Long  Beach,  Miss.  39560 


Dear  Doctor, 

The  Medical  Assistant  in  your  office  is  a very  important  cog 
in  your  medical  practice.  Do  you  know  about  their  Association? 

Too  few  physicians  realize  that  there  is  a Mississippi 
Association  of  Medical  Assistants.  Does  your  Medical  Assistant 
belong  to  it?  If  not,  you  are  missing  an  excellent  opportunity  to 
help  her  to  help  you.  This  Association  is  structured  in  the  same 
manner  as  organized  medicine  with  County,  State  and  National 
groups.  It's  bylaws  state  that  it  will  never  become  a union. 

Ask  your  secretary  or  nurse  if  she  is  a member;  if  not,  see 
that  she  joins.  You  can  pay  her  dues  out  of  your  office  expenses. 
It  is  a good  investment.  Only  through  physician  encouragement 
will  AAMA,  Mississippi  Society  become  the  important  asset  to 
medicine  that  it  can  be. 


Sincerely, 


Thelma  Van  Cloostere,  President 
AAMA,  Mississippi  Society,  Inc. 


Name 

Address 

Tel.  No . 

Employer 

Address 

Tel.  No. 

Position 

Are  you  interested  in  membership  in  AAMA,  Mississippi  Society? 
Are  you  interested  in  having  a Chapter  in  your  area? 
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MEETINGS 


NATIONAL  AND  REGIONAL 

American  Medical  Association,  Annual  Conven- 
tion, June  24-28,  1973,  New  York  City.  Clin- 
ical Convention,  Dec.  1-5,  1973,  Anaheim, 
Calif.  Ernest  B.  Howard,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  111.  60610. 

Southern  Medical  Association,  67th  Annual 
Scientific  Meeting,  November  12-15,  1973,  San 
Antonio.  SMA,  2601  Highland  Ave.,  Birming- 
ham, Ala.  35205. 

STATE  AND  LOCAL 

Mississippi  Academy  of  Family  Physicians,  An- 
nual Meeting,  July  12-14,  1973,  Biloxi.  Mrs. 
Alyce  Palmore,  Executive  Secretary,  P.O.  Box 
12330,  Jackson  39211. 

Mississippi  State  Medical  Association,  106th  An- 
nual Session,  May  6-9,  1974,  Biloxi.  Charles 
L.  Mathews,  Executive  Secretary,  735  River- 
side Drive,  Jackson  39216. 

Amite-Wilkinson  Counties  Medical  Society,  Third 
Monday,  March,  June,  September,  December. 
James  S.  Poole,  The  Field  Clinic,  Centreville 
39631,  Secretary. 

Central  Medical  Society,  First  Tuesday,  January, 
March,  May,  September,  November,  6:30 
p.m.,  Primos  Northgate  Restaurant,  Jackson. 
Max  Pharr,  B6  Medical  Arts  Building,  1151 
N.  State  St.,  Jackson  39201,  Secretary. 

Claiborne  County  Medical  Society,  1st  Tuesday 
each  month,  6:00  p.m.,  Claiborne  County  Hos- 
pital, Port  Gibson.  D.  M.  Segrest,  P.O.  Box 
147,  Port  Gibson  39150,  Secretary. 

Clarksdale  and  Six  Counties  Medical  Society, 
Third  Wednesday,  April,  and  First  Wednesday, 
November,  2:00  p.m.,  Clarksdale.  Glenn  L. 
Wegener,  1967  Hospital  Drive,  Clarksdale 
38614,  Secretary. 

Coast  Counties  Medical  Society,  First  Wednes- 
day, January,  March,  May,  September  and  No- 
vember. J.  H.  Gaddy,  4502  15th  St.,  Gulfport 
39501,  Secretary. 

Delta  Medical  Society,  Second  Wednesday,  April 
and  October.  Walter  H.  Rose,  122  E.  Baker 
St.,  Indianola  38751,  Secretary. 

DeSoto  County  Medical  Society,  Third  Thursday, 
February  and  August,  1:00  p.m.,  Kenny’s  Res- 


taurant, Hernando.  Malcolm  D.  Baxter,  Jr., 
Baxter  Clinic,  Hernando  38632,  Secretary. 

East  Mississippi  Medical  Society,  First  Tuesday, 
February,  April,  June,  October,  and  December. 
Reginald  P.  White,  East  Mississippi  State  Hos- 
pital, Meridian  39301,  Secretary. 

Adams  County  Medical  Society,  First  Tuesday, 
February,  April,  June,  August,  October,  and 
December,  Eola  Hotel  Roof,  Natchez.  Walter 
T.  Colbert,  Jefferson  Davis  Memorial  Hospital, 
Natchez  39120,  Secretary. 

North  Central  District  Medical  Society,  Third 
Wednesday,  March,  June,  September,  and  De- 
cember. Robert  B.  Townes,  1 196  Mound  St., 
Grenada  38901,  Secretary. 

Northeast  Mississippi  Medical  Society,  First 
Thursday,  March,  June,  September,  and  De- 
cember. Jack  A.  Stokes,  207  Holmes  Rd., 
Pontotoc  38863,  Secretary. 

North  Mississippi  Medical  Society,  First  Thurs- 
day, April  and  October.  Cherie  Friedman, 
1004  Jackson  Ave.,  Oxford  38655,  Secretary. 

Pearl  River  County  Medical  Society,  Second 
Monday,  March,  June,  September,  and  Decem- 
ber. J.  C.  Griffing,  Crosby  Memorial  Hospital, 
Picayune  39466,  Secretary. 

Prairie  Medical  Society,  Second  Tuesday,  March, 
June,  September,  and  December.  W.  C.  Welch, 
P.O.  Box  5448,  Mississippi  State  39762,  Sec- 
retary. 

Singing  River  Medical  Society,  Third  Monday, 
January,  March,  May,  July,  September,  and 
November.  Jeff  Hodges,  1365  Market  St.,  Pas- 
cagoula 39567,  Secretary. 

South  Central  Mississippi  Medical  Society,  Sec- 
ond Tuesday,  March,  June,  September,  and 
December.  Julian  T.  Janes,  Jr.,  304  Clark,  Mc- 
Comb  39648,  Secretary. 

South  Mississippi  Medical  Society,  Second  Thurs- 
day, March,  June,  September,  and  December. 
Larry  J.  Hammett,  2601  Mamie  St.,  Hat- 
tiesburg 39401,  Secretary. 

West  Mississippi  Medical  Society,  Second  Tues- 
day, January,  April,  July,  and  October,  6:30 
p.m.,  Magnolia  Motor  Motel,  Vicksburg.  Mar- 
tin E.  Hinman,  The  Street  Clinic,  Vicksburg 
39180,  Secretary. 
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American  Cancer  Society,  Mississippi 
Division,  Makes  Referral  Changes 


The  Service  Committee  and  Board  of  Directors 
of  the  American  Cancer  Society,  Mississippi  Divi- 
sion, are  announcing  several  important  changes 
in  its  Patient  Service  Program. 

According  to  Dr.  Frank  A.  Wood,  president 
of  the  division,  one  of  the  most  important  is  the 
change  in  the  referral  procedure. 

It  has  been  simplified  to  allow  the  physician  to 
make  application  for  patient  assistance  directly 
to  the  state  office,  rather  than  first  going  through 
local  health  and  welfare  departments. 

Dr.  Wood  also  pointed  out  that  service  can 
now  be  provided  to  medically  indigent  patients 
who  are  being  treated  at  other  than  the  approved 
tumor  clinics  in  various  instances. 

These  include:  patients  being  treated  with  radi- 
ation therapy  who  may  now  receive  assistance 
with  transportation  other  than  to  the  approved 
tumor  clinics,  provided  they  are  treated  at  the 
nearest  qualified  center,  under  the  supervision  of 
a board  certified  radiologist;  tumor  clinic  patients 
who  are  undergoing  chemotherapy  drug  treatment 
who  may  be  treated  by  their  local  physicians  with 
both  drug  and  transportation  assistance  by  the  di- 
vision, as  long  as  the  treatment  is  under  supervi- 
sion of  the  clinic  and  the  patient  reports  back  to 
the  clinic  at  prescribed  intervals;  cancer  patients 
receiving  speech  therapy  may  also  receive  trans- 
portation assistance  to  qualified  speech  therapy 
centers. 

It  was  also  pointed  out  that  annual  allowances 
for  transportation  may  now  be  expended  within 
a shorter  period  of  time,  if  needed,  for  patients 
who  are  receiving  a concentrated  course  of  treat- 
ment. 

Another  change  stated  by  Dr.  Wood  is  that  the 
annual  allowances  for  pain-relieving  drugs  can  be 
expended  within  a shorter  period  of  time,  if  need- 
ed, for  patients  who  are  in  the  advanced  stages 
of  cancer. 

Other  revisions  in  the  service  program  include 
the  fact  that  patients  may  receive  pain-relieving 
drug  and  transportation  assistance  at  the  same 
time,  and  that  the  word  “terminal'’  has  been  de- 
leted as  a requirement  for  providing  pain-reliev- 
ing drugs. 


To  request  services  for  a medically  indigent 
cancer  patient,  the  attending  physician  completes 
the  Service  Request  portion  of  the  application 
form  as  follows  (Forms  may  be  secured  from 
Unit  Service  chairmen  or  local  health  depart- 
ment) : 

A.  Lists  name,  address,  age,  and  sex  of  pa- 
tient. 

B.  Checks  whether  or  not  patient  is  eligible  for 
Medicaid. 

C.  Enters  diagnosis,  prognosis,  and  whether  or 
not  patient  knows  he/she  has  cancer. 

D.  Signs  statement  that  in  his  opinion  the 
patient  is  medically  indigent  and  requests  that  the 
American  Cancer  Society  provide  the  services 
checked. 

E.  Checks  services  requested  and  gives  the 
indicated  information. 

F.  Forwards  the  first  four  copies  of  the  Service 
Request  Form  to  the  Division  office. 

G.  Retains  last  copy  for  his  files  if  he  so  de- 
sires. 

Upon  receipt  of  the  Service  Request  Form,  the 
Division  office  takes  the  following  action: 

A.  Checks  services  authorized. 

B.  Signs  on  “approved”  line  authorizing 
checked  services. 

C.  Forwards  copy  of  Service  Request  to  Ser- 
vice Chairman  and  others  noted. 

Upon  receipt  of  Service  Authorization,  the 
Unit  Service  Chairman  takes  the  following  ac- 
tion : 

A.  Contacts  patient  and/or  his  family  to  ar- 
range for  services  checked  to  be  provided. 

B.  Makes  arrangements  with  provider  of  ser- 
vice to  render  monthly  statement  to  unit. 

C.  Checks  bills,  list  on  Disbursing  Order,  have 
appropriate  Unit  officer  to  sign  (may  be  Service 
Chairman,  Treasurer,  or  President),  and  forwards 
to  Division  office  for  payment.  All  itemized  state- 
ments are  attached  to  the  Disbursing  Order. 

Additional  application  forms  may  be  secured 
from  local  Unit  Service  Chairmen  or  from  the 
Mississippi  division  office,  345  N.  Mart  Plaza, 
Jackson  39206. 
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ORGANIZATION  / Continued 

Yates  Co.  Improves 
MSMA  Group  Plan 

As  approved  by  the  MSMA  Board  of  Trustees, 
several  improvements  have  been  made  in  the 
$15,000  Catastrophe  Hospital  Plan,  policy  num- 
ber 2-A-5002,  administered  by  the  Thomas  Yates 
Company  of  Jackson. 

Effective  May  1,  1973,  the  plan  improvements 
include: 

( 1 ) The  plan  now  pays  80  per  cent  of  the  ex- 
penses for  hospital  room  and  board,  up  to  a new 
maximum  of  $40  (80  percent  of  $50). 

(2)  Benefits  for  mental  disorders  are  now  pay- 
able up  to  a new  aggregate  amount  of  $2500. 

(3)  Coverage  for  unmarried  dependent  chil- 
dren is  now  renewable  to  age  21  (25  if  in  col- 
lege). 

Premiums  have  been  adjusted  to  compensate 
for  plan  improvements  and  for  inflation,  which 
has  occurred  in  the  past  four  years,  since  the  last 
premium  adjustment. 

All  claims  are  processed  by  the  Yates  office  in 
Jackson,  giving  local  service. 

SBH  Requests 
Rubella  Reporting 

Several  colleges  in  Virginia  have  recently  re- 
ported outbreaks  of  rubella.  We  have  received  a 
few  scattered  reports  of  suspected  rubella  cases 
from  several  colleges  in  Mississippi.  In  an  attempt 
to  ascertain  if  rubella  is  occurring  on  college 
campuses  in  the  state,  the  Division  of  Preventable 
Disease  Control  has  requested  that  student  health 
clinics  throughout  the  state  obtain  acute  and 
convalescent  sera  for  rubella  titers  on  students 
presenting  with  a rash  or  syndrome  compatible 
with  rubella. 

Currently  rubella  reporting  in  the  state  is  poor. 
The  State  Board  of  Health  encourages  physicians 
to  report  even  individual  cases  of  rubella  because 
it  is  a disease  in  which  concrete  preventative 
measures  are  available.  Accurate  morbidity  re- 
porting is  an  important  aid  in  deciding  where  to 
invest  time  and  money  in  immunization  programs. 
We  need  the  help  of  the  private  medical  com- 
munity in  order  to  adequately  attack  the  problem 
of  rubella  in  Mississippi,  said  Dr.  Durward  Blakey, 
director.  Division  of  Preventable  Disease  Control, 
SBH. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  hall  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray- brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  etfective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development),  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  iSee  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  8UN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  ol  skin  erythema. 
PRECAUTIONS:  If  superinlection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  lor  syphilis  monthly  for  at  least  tour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on 
anticoagulant  therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

AOVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  momlial 
overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia 
Over  prolonged  periods  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i d.  lor  a total  of  5 4 grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  Rondomycin  (methacycline  HCI)  in  equally  divided  doses  over  e period  of  10-15  days 
should  be  given.  Close  follow- up,  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  lever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give 
drug  one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information 
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Dr.  Cobb  Is  New 
State  Health  Officer 

Dr.  Alton  B.  Cobb  of  Jackson,  Director  of  the 
Mississippi  Medicaid  Commission,  has  been  ap- 
pointed State  Health  Officer.  Dr.  Cobb  will  as- 
sume the  leadership  of  the  State  Board  of  Health 
on  July  1,  1973,  when  Dr.  Hugh  B.  Cottrell, 
present  State  Health  Officer,  retires. 

Dr.  Cobb  received  his  M.D.  degree  from  Johns 
Hopkins  School  of  Medicine  in  1954.  He  com- 
pleted a rotating  in- 
ternship at  Charity 
Hospital  in  New  Or- 
leans and  received  the 
master  of  public  health 
degree  from  Tulane 
University.  Dr.  Cobb 
served  a public  health 
residency  with  the 
Mississippi  State 
Board  of  Health. 

He  is  a Diplomate  of 
the  American  Board 
of  Preventive  Medi- 
cine and  a member  of 
the  Central  Medical 
Society,  MSMA,  and  the  American  Public  Health 
Association. 

Dr.  Cobb  has  a long  history  of  service  in  health 
care  administration  in  Mississippi.  He  was  a 
county  health  officer  in  Sunflower  County  before 
being  appointed  director  of  the  Chronic  Illness 
Services  of  the  State  Board  of  Health  in  1962. 
In  1968  Dr.  Cobb  was  named  director  of  Compre- 
hensive Health  Planning  for  the  state  of  Missis- 
sippi. 

When  the  Mississippi  Medicaid  Commission 
was  formed  in  1969,  Dr.  Cobb  was  named  di- 
rector and  has  held  that  post  to  the  present  time. 

He  has  also  served  as  president  of  the  South- 
eastern Association  of  Medicaid  Administrators. 

Dr.  Israel  Light 
Speaks  at  UMC 

Dr.  Israel  Light,  Dean  of  the  School  of  Health 
Related  Sciences  at  the  University  of  Health 
Sciences/Chicago  Medical  School  spoke  on  allied 
health  trends  at  the  weekly  Center  Assembly  at 
the  University  Medical  Center  in  Jackson  in 
March. 


Dr.  Light  was  introduced  by  Dr.  Thomas  E. 
Freeland,  Dean  of  the  new  University  of  Mis- 
sissippi School  of  Health  Related  Professions. 

Dr.  Light  pointed  out  the  gap  between  academia 
and  the  world  of  work.  He  felt  that  allied  health 
education  and  training  programs  are  too  enamored 
of  education  and  that  no  academic  credit  is  given 
to  those  trained  on  the  job  who  seek  higher  edu- 
cation. 

He  discussed  the  fallacy  that  more  numbers  of 
professionals  means  more  and  better  care.  Too 
much  specialization  versus  fragmentation  is  an- 
other problem  and  the  patient-consumer  always 
pays  for  the  duplication  of  efforts,  he  said. 

In  regard  to  physician  training,  he  feels  they 
are  trained  in  isolation.  The  doctor  needs  to  be  a 
member  as  well  as  the  captain  of  the  team.  Team 
interaction  is  most  important  in  the  health  care 
field  today.  Team  members  need  to  relate  better 
to  each  other  and  to  the  patient.  Dr.  Light  empha- 
sized. 

He  feels  that  nurses  should  have  an  increased 
role  in  health  care  delivery  and  that  before  more 
specialties  are  developed,  job  analysis  is  essential. 
There  is  a great  need  to  match  needs  with  job 
training. 

Dr.  Light  feels  that  medical  schools  (founded 
for  education,  research  and  service)  should  be- 
come involved  in  training  junior  and  senior  health 
care  team  members  and  should  work  with  junior 
colleges  and  other  institutions  to  aggressively 
collaborate  training  programs  for  allied  health 
personnel. 


Dr.  Israel  Light,  second  left,  talks  with  University 
of  Mississippi  School  of  Health  Related  Professions 
Dean  Thomas  E.  Freeland,  left;  clinical  laboratory 
sciences  assistant  professor  Mrs.  Frances  Freeman, 
and  Dr.  Phillip  Leverault,  assistant  professor  of  clini- 
cal laboratory  sciences. 
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ORGANIZATION  / Continued 

Chess  Playing 
Doctors  Sought 

Physicians  who  are  interested  in  the  game  of 
chess  are  asked  to  contact  Dr.  Leo  J.  Scanlon, 
4 Lakewood,  Vicksburg  39180. 

Dr.  Scanlon  is  investigating  the  possibility  of 
drawing  up  a card  file  of  chess  playing  physicians 
who  could  get  together  monthly  for  chess  and  fel- 
lowship. 

He  is  currently  serving  as  treasurer  of  the 
Vicksburg-Warren  Chess  Club  which  is  affiliated 
with  the  United  States  Chess  Federation. 

Dr.  Ochsner  Writes 
on  Smoking 

“There  is  no  level  of  smoking  which  is  safe,” 
says  Dr.  Alton  Ochsner,  senior  consultant  in  sur- 
gery at  the  Ochsner  Clinic  in  New  Orleans. 

Dr.  Ochsner,  also  a former  professor  of  surgery 
at  Tulane  University  and  one  of  the  earliest  medi- 
cal authorities  to  investigate  the  effects  of  smok- 
ing, makes  the  statement  in  the  March  issue  of 
Smoke  Signals. 

According  to  Dr.  Ochsner,  the  best  way  to 
avoid  the  bad  effects  of  tobacco  is  to  quit  smok- 
ing completely. 

“After  considerable  experience  in  treating  pa- 
tients who  are  tobacco  users,  1 am  convinced  that 
the  best  way  to  stop  is  to  abstain  completely  from 
it  and  not  taper  off,”  says  Dr.  Ochsner,  who  has 
performed  some  2,500  operations  on  lung  cancer 
patients. 

“This  is  particularly  true  in  the  individual  who 
has  been  a heavy  smoker  and  has  developed  chan- 
ges which  make  him  more  susceptible  to  the  ef- 
fects of  the  continued  even  though  decreased  use 
of  tobacco.” 

Dr.  Ochsner  says  that  some  people  do  have 
withdrawal  symptoms  from  the  lack  of  nicotine. 
However,  the  main  problem  comes  from  trying 
to  break  the  habit  of  repeatedly  smoking  a cig- 
arette. 

It  is  because  of  this  habit  that  “for  a long  peri- 
od of  time  an  ex-smoker  may  desire  a cigarette,” 
says  Dr.  Ochsner. 

“It  is  absolutely  imperative  not  to  take  a single 
puff,  because  in  that  case  smoking  is  likely  to  be 
resumed.  For  the  addicted  individual  it  is  just  as 
hazardous  to  take  a single  cigarette  as  for  the  al- 
coholic to  take  a single  drink.” 


MSBH  Revises 
Alcoholism  Plan 

The  Mississippi  State  Board  of  Health  has  re- 
vised the  Mississippi  State  Plan  for  the  Preven- 
tion, Treatment,  and  Control  of  Alcoholism.  A 
copy  of  the  plan  may  be  examined  at  or  obtained 
from  the  offices  of  the  Alcohol  Abuse  and  Alco- 
holism Program,  Mississippi  State  Board  of 
Health,  125  Lelia  Court,  Jackson  39216  (mailing 
address:  P.  O.  Box  1700,  Jackson  39205). 

The  plan  provides  for  the  eventual  develop- 
ment of  inpatient  care,  emergency  treatment,  out- 
patient services,  intermediate  care,  rehabilitation 
services,  training,  research,  and  evaluation  in  the 
area  of  alcohol  abuse  and  alcoholism. 

Any  citizen  or  group  who  wishes  to  comment 
upon  the  revised  plan  is  urged  to  do  so  and  to  di- 
rect any  correspondence  to  the  above  address. 


Dr.  Simmons  Retires 
From  Blue  Plans 


Dr.  Walter  H.  Simmons,  left,  of  Jackson,  receives 
a retirement  gift  from  Lowery  H.  Woodall,  vice 
chairman  of  Blue  Cross  A Blue  Shield  of  Missis- 
sippi, after  he  retired  from  the  hoard  of  directors 
following  nine  years  of  service.  Dr.  Simmons  heads 
the  Simmons  Clinic  for  Women  in  Jackson,  and 
serves  as  vice  speaker  of  the  House  of  Delegates  for 
the  Mississippi  State  Medical  Association.  He  is  also 
former  secretary-treasurer  of  the  association. 
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Blue  Plans  Hold 
26th  Annual  Meeting 

A name  change,  a new  member  of  the  Board 
of  Directors,  and  impressive  growth  figures  were 
among  the  highlights  reported  at  the  26th  annual 
meeting  in  Jackson  of  the  Mississippi  Hospital 
and  Medical  Service. 

Directors  of  the  health  prepayment  plan  unani- 
mously voted  to  change  the  name  of  the  nonprofit 
health  organization  to  Blue  Cross  & Blue  Shield 
of  Mississippi,  Inc.  Elected  to  fill  the  vacancy 
caused  by  the  retirement  from  the  Board  of  Dr. 
Walter  H.  Simmons  of  Jackson,  was  Dr.  Lyne  S. 
Gamble  of  Greenville. 

George  W.  Butler,  president,  reported  some 
$152  million  was  processed  into  the  health  econ- 
omy of  Mississippi  in  1972,  with  more  than  one 
million  persons  being  served  through  regular 
membership  contracts  and  government  programs. 
Last  year  $125  million  was  processed.  A total  of 
$690,200  was  paid  for  1972  Premium  Tax  to  the 
state  of  Mississippi. 

Benefits  paid  to  hospitals  and  doctors  for 
health  care  of  members  amounted  to  $42,472,- 
700,  an  increase  of  more  than  $3.8  million  over 
the  1971  figure.  The  benefits  represented  process- 
ing 352,000  hospital  and  doctor  bills,  and  the 
payment  of  584,800  days  of  hospital  care. 

As  intermediary  for  the  hospital  part  of  Medi- 
care, the  Blue  Cross  and  Blue  Shield  system  proc- 
essed 181,060  claims  in  1972  with  benefits  of 
$54,514,000. 

Payments  processed  for  the  Mississippi  Med- 
icaid Program  were  $50,040,400  resulting  from 
3,932,900  claims. 

A resolution  was  adopted  by  the  board  honor- 
ing the  retirement  of  Eustice  G.  Raines  of  Jack- 
son,  executive  vice  president  of  Corporate  Affairs, 
who  has  served  the  Blue  Cross  and  Blue  Shield 
system  for  35  years. 

Officers  reelected  to  serve  another  year  on  the 
Board  of  Directors  were  John  D.  Holland  of 
Jackson,  chairman;  and  Lowery  A.  Woodall  of 
Hattiesburg,  vice  chairman. 

Other  members  of  the  Board  are:  T.  W.  Crow- 
ley, Brookhaven;  C.  B.  Read,  Lexington;  Reuben 
S.  Johnson,  Meridian;  Fred  C.  Lavender,  Macon; 
Paul  J.  Pryor,  Jackson;  Dr.  G.  Spencer  Barnes, 
Columbus;  Dr.  R.  E.  Caldwell,  Baldwyn;  Dr. 
Stanley  A.  Hill,  Corinth;  Dr.  S.  H.  McDonnieal, 
Jr.,  Jackson;  Dr.  Louie  F.  Wilkins,  Jr.,  Brook- 
haven;  Dr.  Lyne  S.  Gamble,  Greenville;  T.  L. 
Crosby,  Picayune;  Shouphie  Habeeb,  Vicksburg; 
Purser  Hewitt,  Jackson;  F.  H.  Nance,  Cleveland; 
and  W.  O.  Stanley,  Jackson. 


SAMA  President 
Visits  Jackson 


George  Blatti,  far  right,  national  president  of  the 
Student  American  Medical  Association,  spoke  to 
Mississippi  SAMA  members,  and  members  of  the 
Jackson  medical  community  in  Jackson  in  March. 
Blatti,  a University  of  Minnesota  School  of  Medicine 
senior,  discussed  the  challenge  of  health  science  edu- 
cation both  at  the  Medical  Center  Student  Assembly 
and  an  evening  panel  discussion.  Here  he  talks  with 
University  of  Mississippi  School  of  Medicine  pedi- 
atrics chairman  Dr.  Blair  Batson,  left,  sophomore 
medical  student  Bert  Strom  and  Mrs.  Strom,  center. 

Three  State  Physicians 
Named  Radiology  Fellows 

Dr.  Clyde  Smith  of  Greenwood,  Dr.  Robert  R. 
Surratt  and  Dr.  Robert  P.  Henderson  of  Jackson 
were  named  Fellows  of  the  American  College  of 
Radiology  at  the  annual  meeting  in  San  Fran- 
cisco. 

Dr.  Smith  is  affiliated  with  Greenwood  LeFlore 
Hospital  in  Greenwood  and  South  Sunflower 
County  Hospital  in  Indianola,  and  Dr.  Surratt  is 
affiliated  with  the  Mississippi  State  Hospital  at 
Whitfield  and  Madison  General  Hospital  in  Can- 
ton. Dr.  Henderson  is  on  the  staffs  of  Mississippi 
Baptist  Hospital  and  the  University  Medical  Cen- 
ter. 

Dr.  Smith  is  a 1948  graduate  of  the  Medical 
College  of  Georgia,  and  Dr.  Surratt  graduated 
from  the  University  of  Texas  Southwestern  Medi- 
cal School  in  1944.  Dr.  Henderson  is  a 1947 
graduate  of  the  University  of  Tennessee  College 
of  Medicine. 

The  ACR  is  a professional  medical  society  with 
8,000  member  physicians  who  specialize  in  the 
use  of  x-rays  and  other  radioactive  substances  for 
diagnostic  and  therapeutic  purposes. 


MAY  1973 


219 


Because  you 
practice 

medicine  in  the 

Magnolia  State... 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 

and  duodenitis 

-w-  adjunctive 

Librax- 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 
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Dr.  Gamble  Elected  to 
Blues  Board  of  Directors 

Dr.  Lyne  S.  Gamble  of  Greenville  has  been 
elected  to  the  board  of  directors  of  Blue  Cross  & 
Blue  Shield  of  Mississippi. 

A partner  of  Gamble  Brothers  and  Archer 
Clinic,  Dr.  Gamble  has  been  practicing  in  the 
city  since  1942.  He  is  a member  of  the  attending 
medical  staff  of  King’s  Daughters  Hospital  and 
General  Hospital,  Greenville,  and  is  an  instructor 
in  surgery  and  attending  surgeon  at  University 
Hospital,  Jackson. 

A graduate  of  Greenville  High  School,  Dr. 
Gamble  received  his  B.A.  degree  from  Davidson 
College  and  his  M.D.  degree  from  Vanderbilt.  He 
attended  graduate  school  at  the  University  of 
Pennsylvania  and  did  his  internship  at  Charity 
Hospital,  New  Orleans. 

Dr.  Gamble  is  a diplomate  of  the  American 
Board  of  Ophthalmology  and  a fellow  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology. He  is  a member  of  the  American 
Medical  Association,  Southern  Medical  Associa- 
tion, Mississippi  State  Medical  Association,  Delta 
Medical  Society  and  Louisiana-Mississippi  O & O 
Society.  He  is  a member  of  the  board  of  trustees 
of  the  Mississippi  State  Medical  Association,  and 
medical  advisor  to  the  local  board  of  the  Selec- 
tive Service  System. 


Lowery  A.  Woodall,  right,  of  Hattiesburg,  vice 
chairman  of  Blue  Cross  & Blue  Shield  of  Mississippi, 
congratulates  Dr.  Lyne  S.  Gamble,  of  Greenville,  on 
his  election  to  the  board  of  directors  at  the  annual 
meeting  of  the  organization  held  in  Jackson. 


Water  Sport  Injury 
Course  Scheduled 

A postgraduate  course  on  water  sports  injuries 
will  be  held  at  the  Americana  Hotel  in  Miami 
Beach  May  25-27. 

The  course  will  be  produced  by  the  Committee 
on  Sports  Medicine  of  the  American  Academy  of 
Orthopaedic  Surgeons  in  conjunction  with  the 
Department  of  Orthopaedics  and  Rehabilitation. 
University  of  Miami.  Dr.  Newton  C.  McCollough, 
III,  is  course  chairman. 

Tuition  is  $150.00  for  physicians  and  includes 
all  luncheons  and  chairman’s  reception.  Residents 
will  be  charged  $50.00  with  a letter  from  their 
Chief  of  Service. 

For  advance  registration,  write  to  Dr.  Mc- 
Collough, P.  O.  Box  875,  Biscayne  Annex,  Miami, 
Fla.  33152. 

MHA  Announces 
Scientific  Deadlines 

May  25,  1973,  has  been  set  as  the  deadline  for 
receiving  abstracts  of  papers  and  applications  for 
cardiovascular  films  and  scientific  exhibits  to  be 
presented  at  the  46th  annual  scientific  sessions  of 
the  American  Heart  Association.  The  meeting  will 
be  held  from  Thursday,  Nov.  8,  through  Sunday 
noon,  Nov.  1 1,  in  Atlantic  City,  N.  J. 

Entries  must  be  based  on  original  investigations 
in  the  cardiovascular  field,  including  the  stroke, 
renal,  cardiopulmonary,  thrombosis  and  epidemi- 
ology areas.  The  project’s  results  and  the  investi- 
gator's conclusions  should  be  summarized  in  the 
abstract  and  must  be  submitted  on  official  AHA 
forms. 

As  in  the  past,  cardiovascular  films  will  be 
shown  concurrent  with  the  scientific  sessions.  The 
association's  Subcommittee  on  Films  will  select 
recently  produced  prints  to  be  presented. 

Space  for  industrial  exhibits  may  be  requested 
through  Steven  K.  Herlitz,  Inc.,  850  Third  Ave- 
nue, New  York,  N.  Y.  10022. 

Official  forms  for  submitting  abstracts,  films 
and  scientific  exhibits  may  be  obtained  from  the 
Department  of  Medical  Education  at  AHA’s  Na- 
tional Office,  44  East  23rd  Street,  New  York, 
N.  Y.  10010. 
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Dr.  Welt  Is  UMC 
Visiting  Professor 


Dr.  Louis  G.  Welt,  left,  Yale  University  internal 
medicine  chairman,  was  visiting  professor  of  medi- 
cine at  the  University  of  Mississippi  School  of  Medi- 
cine in  March.  A guest  speaker  for  the  annual  Renal 
Seminar  at  the  Medical  Center,  Dr.  Welt  goes  over 
plans  for  his  three-day  stay  in  the  medicine  depart- 
ment with  Dr.  Ben  B.  Johnson,  center,  medicine 
nephrology  associate  professor  and  division  chief, 
and  Dr.  Harper  Hellems,  medicine  chairman,  right. 


History  of  Medicine 
Society  Meets 

Dr.  James  Spell  of  Jackson,  University  of  Mis- 
sissippi School  of  Medicine  clinical  surgery  in- 
structor, talked  about  medicine  during  the  War 
Between  the  States  at  the  History  of  Medicine 
Society  meeting  April  26. 

The  society’s  second  quarterly  dinner  meeting 
began  with  a social  hour,  followed  by  dinner  and 
the  talk  at  8 p.m.  at  the  Medical  Alumni  House 
on  the  UMC  campus. 

President  Dr.  John  Gibson,  radiology  instruc- 
tor, is  accepting  membership  applications.  A 
year’s  membership  is  five  dollars,  he  said. 

Membership  of  the  recently  re-activated  group 
now  stands  at  30. 


Louisiana  Diabetic 
Camp  Session  Announced 

The  Louisiana  Camp  for  Diabetic  Children, 
Camp  Singing  Waters,  plans  its  annual  session  for 
July  22- Aug.  4.  The  camp  is  supervised  by  physi- 
cians from  the  Greater  New  Orleans  Diabetes  As- 
sociation and  Tulane  University  Medical  School. 

Campers  from  out  of  state  are  encouraged  to 
apply  for  acceptance,  which  will  be  on  a first- 
come-first-serve  basis. 

The  camp  is  sponsored  by  the  Diabetes  Asso- 
ciation of  New  Orleans  and  is  owned  and  operat- 
ed by  the  YMCA  of  Baton  Rouge. 

For  further  information,  write  Diabetic  Sum- 
mer Camp,  Room  301,  816  Howard  Avenue, 
New  Orleans,  La.  70113. 

FP  Text  Scheduled 
For  Second  Printing 

The  first  definitive  work  on  the  discipline  of 
family  practice  is  now  off  the  press.  Family  Prac- 
tice is  a basic  text  for  students  and  residents  in 
family  practice  and  may  be  used  also  as  a refer- 
ence for  practicing  physicians. 

The  volume  covers  a wide  range  of  subjects, 
including  family  psychodynamics,  the  manage- 
ment of  chronic  illness,  interviewing  techniques, 
sex  counseling,  treatment  of  chemical  abuse,  and 
managing  the  health  care  team.  In  addition,  it  in- 
cludes 15  chapters  on  the  clinical  components  of 
family  practice. 

Dr.  Thomas  W.  Johnson,  formerly  director  of 
the  Education  Division  of  the  American  Academy 
of  Family  Physicians;  Dr.  Robert  Rakel,  chair- 
man of  the  Department  of  Family  Practice  at  the 
University  of  Iowa  College  of  Medicine,  and  Dr. 
Howard  Conn,  staff  member  of  Uniontown  (Pa.) 
Hospital  are  co-editors.  Contributors  include  a 
number  of  physicians  in  family  practice  education 
and  private  family  practitioners. 

Early  sales  exceeded  expectations.  A second 
printing  of  the  book  is  scheduled  May  2.  Accord- 
ing to  W.  B.  Saunders,  publishers,  “No  other 
book  brings  together  so  much  information  tai- 
lored specifically  to  the  needs  of  the  family  physi- 
cian and  primary  care  specialist.’’ 

The  library  description  is:  Family  Practice. 
Conn,  Rakel  and  Johnson.  W.  B.  Saunders  Co., 
West  Washington  Square,  Philadelphia,  Pa. 
19105.  About  1.065  pages,  350  figures.  The  book 
costs  about  $33.00. 
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Sandoz  Offers 
Psychiatric  Film 

Sandoz  Pharmaceuticals,  East  Hanover,  N.  J., 
has  announced  the  release  of  a new  medical  edu- 
cational film:  “The  Psychiatric  Emergency  . . . 
therapy,  discharge,  aftercare,”  by  Dr.  Ronald  C. 
Smith,  Associate  Clinical  Professor  of  Psychiatry, 
University  of  Southern  California,  School  of  Med- 
icine, Los  Angeles. 

This  is  a 17-minute  color  film  about  three  pa- 
tients at  the  Brea  Hospital  Neuropsychiatric  Cen- 
ter, Brea,  California,  admitted  in  states  of  psy- 
chiatric emergency  typical  of  most  admissions 
from  the  community  in  institutions  of  this  kind. 

Dr.  Pittman  Appointed 

UAB  Dean 

A new  dean  for  the  School  of  Medicine,  Uni- 
versity of  Alabama  in  Birmingham  (UAB),  has 
been  appointed,  according  to  an  announcement 
by  Dr.  S.  Richardson  Hill,  Jr.,  vice  president  for 
health  affairs. 

Dr.  James  A.  Pittman,  now  assistant  chief  med- 
ical director  for  research  and  education,  Depart- 
ment of  Medicine  and  Surgery,  Veterans  Admin- 
istration Central  Office  in  Washington,  will  suc- 
ceed Dr.  Clifton  K.  Meador  as  head  of  the  school, 
effective  July  1,  1973. 

In  his  position  with  the  Veterans  Administra- 
tion, Dr.  Pittman  has  held  a leadership  role  in 
health  care  management;  his  office  has  supervised 
the  expenditure  of  some  $230  million  annually 
for  education  and  research  in  the  health  field. 

Dr.  Pittman  also  presently  holds  the  academic 
title  of  professor  of  medicine,  Georgetown  Uni- 
versity School  of  Medicine. 

A nationally  known  endocrinologist,  Dr.  Pitt- 
man is  returning  to  the  Medical  Center  where  he 
held  appointments  from  instructor  through  profes- 
sor of  medicine  and  director  of  the  division  of  en- 
docrinology and  metabolism,  from  1958-71.  He 
was  also  chief  of  the  nuclear  medicine  service  for 
the  Veterans  Administration  and  UAB  hospitals. 

Dr.  Pittman  graduated  cum  laude  from  both 
Davidson  College,  North  Carolina,  and  Harvard 
Medical  School.  He  took  his  internship  and  a resi- 
dency at  Massachusetts  General  Hospital.  Follow- 
ing a two-year  period  of  service  with  the  National 
Cancer  Institute  and  a traineeship  at  Oak  Ridge 
Institute  of  Nuclear  Studies,  he  came  to  the  UAB 


Medical  Center  to  continue  his  residency  training 
in  the  Department  of  Medicine. 

He  has  held  faculty  positions  at  Harvard  Uni- 
versity, George  Washington  University  School  of 
Medicine,  and  Georgetown  University  School  of 
Medicine. 

Dr.  Hill  said,  “He  is  an  outstanding  physician 
and  administrator  and  we  are  looking  forward  to 
working  with  him  again  in  this  new  and  impor- 
tant position  as  dean  of  the  School  of  Medicine,” 
he  added. 

Dr.  Pittman  is  a member  of  many  medical  and 
scientific  organizations  and  has  served  on  impor- 
tant committees  at  state  and  national  levels.  He 
is  presently  on  the  National  Board  of  Medical  Ex- 
aminers, a member  of  the  Council  of  the  Endo- 
crine Society  and  a director  of  the  American 
Thyroid  Association.  He  has  held  a number  of  of- 
fices, including  vice  president  of  the  American 
Thyroid  Association,  and  president  of  the  Ameri- 
can Federation  for  Clinical  Research;  he  was  a 
guest  examiner  for  the  American  Board  of  Inter- 
nal Medicine  for  five  years,  and  served  on  the  edi- 
torial board  of  the  Journal  of  Clinical  Endocrinol- 
ogy and  Metabolism  for  seven  years. 

His  research,  primarily  in  the  field  of  thyroid 
disease,  has  resulted  in  approximately  150  publi- 
cations in  scientific  journals  and  books. 

Dr.  Pittman  will  resume  his  academic  appoint- 
ment as  professor  of  medicine  and  both  he  and 
Dr.  Charles  A.  McCallum,  Jr.,  dean  of  the  School 
of  Dentistry,  will  hold  the  title  of  deputy  vice 
president  for  health  affairs.  Dr.  Hill  said. 

AMA  Drug  Manual 
Due  This  Year 

Editorial  work  has  been  completed  on  the  sec- 
ond edition  of  the  American  Medical  Associa- 
tion’s massive  encyclopedia  of  prescription  drugs 
— AMA  Drug  Evaluations — and  the  new  volume 
will  be  published  later  this  year. 

“We  are  now  into  the  proof  stage  in  the  second 
edition,”  declared  John  C.  Baffin,  Ph.D.,  director 
of  the  Department  on  Drugs. 

In  the  meantime,  the  staff  of  the  AMA's  De- 
partment on  Drugs  already  has  received  assign- 
ments and  work  has  begun  on  the  third  edition. 

The  book  will  describe  some  1,300  prescription 
drugs  in  sufficient  depth  and  detail  to  permit  phy- 
sicians in  practice  to  evaluate  the  possible  bene- 
fits and  possible  side  effects  of  use  of  these  prod- 
ucts in  their  patients.  Some  30  new  drugs  have 
been  added  since  the  first  edition  was  published 
in  March  1971.  However,  some  of  the  drugs  listed 
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in  the  first  edition  have  since  been  withdrawn 
from  the  market  and  no  longer  will  be  included 
in  the  new  version. 

The  second  edition  will  be  published  in  hard 
cover  format  rather  than  the  paperback  pattern 
of  the  first  edition,  Dr.  Ballin  said.  Price  of  the 
book  has  not  yet  been  established,  but  it  is  an- 
ticipated that  it  will  be  approximately  $10. 

Some  220,000  copies  of  the  first  edition  are 
now  in  the  hands  of  America's  practicing  phy- 
sicians, making  AMA-DE  the  most  widely  dis- 
tributed medical  book  ever  published.  Dr.  Ballin 
pointed  out. 

The  second  edition  will  be  basically  an  updated 
version  of  the  first,  with  some  new  material  add- 
ed and  revision  of  some  of  the  old  data.  The  in- 
dex will  be  simplified,  listing  drugs  and  page  num- 
bers for  both  generic  and  trade  names.  A “New 
Drugs”  section  in  the  first  version  will  be 
dropped,  but  the  information  is  now  incorporat- 
ed into  the  body  of  the  book.  A section  on  drug 
interactions — the  possible  effect  on  the  patient  of 
doses  of  two  or  more  different  drugs  that  might 
interact  with  each  other — has  been  expanded. 

Some  of  the  drugs  described  in  the  volume  are 
listed  as  “not  recommended.”  In  the  second  edi- 
tion, this  listing  will  be  followed  by  an  explana- 
tory phrase,  such  as  “Not  recommended  because 
evidence  of  effectiveness  is  inadequate.” 

“It  is  the  most  complete  book  on  pharmaceuti- 
cal preparations  ever  published  for  those  who  pre- 
scribe, dispense,  and  administer  drugs,”  Dr.  Ball- 
in declared. 

“AMA-DE  deals  with  the  pharmacology  and 
therapeutic  indications  of  drugs,  makes  judgments 
on  effectiveness,  lists  drugs  and  combinations  by 
generic  and  proprietary  names,  gives  the  usual 
dosage  for  most  evaluated  drugs,  and  describes 
the  preparations  available. 

“An  effort  has  been  made  to  list  all  nationally 
distributed  products  that  are  dispensed  exclusive- 
ly or  principally  by  prescription,”  he  said. 

The  volume  includes  92  chapters,  each  dealing 
with  a special  therapeutic  class  of  drugs.  Each 
chapter  opens  with  a statement  on  the  drug  group, 
its  potential  uses,  and  its  limitations.  Then  follows 
a detailed  report  on  each  drug  in  the  category. 

Trauma  Course 
Set  for  Chicago 

Dr.  Rocco  A.  Calandruccio,  associate  profes- 
sor of  orthopaedic  surgery,  University  of  Tennes- 
see; Campbell  Clinic,  Memphis,  Tenn.,  will  be  the 
distinguished  guest  speaker  for  the  Seventeenth 


Annual  Postgraduate  Course  on  Fractures  and 
Other  Trauma,  to  be  presented  May  9-12,  1973, 
at  the  Sheraton-Chicago  Hotel,  505  North  Michi- 
gan Avenue  in  Chicago  by  the  Chicago  Commit- 
tee on  Trauma  of  the  American  College  of  Sur- 
geons. Dr.  Calandruccio  will  speak  on  pathophys- 
iology of  non-union,  fractures  of  the  femoral  hip. 
posterior  dislocation  of  the  shoulder,  and  lesions 
confused  with  lumbar  discs. 

Other  featured  guest  speakers  include  Drs. 
James  W.  Harkess,  Louisville,  Ky.;  Kenneth  G. 
Jones,  Little  Rock,  Ark.;  Harold  E.  Kleinert, 
Louisville;  and  Arthur  W.  Trott,  Boston,  Mass. 
In  particular,  subjects  covered  by  the  above 
teachers  will  include  complications  following  cast 
application,  management  of  pathological  fractures 
in  childhood,  the  unstable  knee,  fractures  of  the 
tibial  plateau,  fractures  about  the  elbow,  flexor 
tendon  surgery,  recent  advances  in  hand  surgery, 
growth  disturbances  following  epiphyseal  fracture, 
and  fractures  of  the  hip  in  children. 

Many  other  types  of  fractures  and  dislocations 
in  children  and  adults  will  be  covered,  as  well  as 
facial  fractures  from  vehicular  accidents,  chest  in- 
juries, blunt  and  penetrating  injuries  of  the  ab- 
domen, injuries  to  the  genito-urinary  tract,  vascu- 
lar injuries,  and  primary  and  secondary  skin  cov- 
erage techniques.  There  will  be  a question-and- 
answer  period  after  each  presentation. 

Friday  afternoon  will  be  devoted  entirely  to  the 
hand,  with  Dr.  John  Bell,  president  of  the  Amer- 
ican Society  of  Hand  Surgery,  presiding. 

Altogether,  36  men  comprise  the  faculty,  rep- 
resenting many  of  the  medical  schools  in  the  Chi- 
cago area.  The  program  is  intended  for  all  who 
care  for  injured  patients,  and  is  acceptable  for 
28  Vi  elective  hours  by  the  American  Academy  of 
Family  Physicians. 

One  evening  session  will  coincide  with  the 
monthly  hospital  meeting  of  the  Chicago  Com- 
mittee on  Trauma,  and  will  be  held  at  the  Wesley 
Memorial  Hospital,  featuring  problem  cases  and 
patient  management.  A joint  meeting  with  the 
Chicago  Orthopaedic  Society  is  scheduled  for 
another  evening. 

The  registration  fee  is  $140.00,  and  checks 
should  be  made  payable  to  the  American  College 
of  Surgeons,  55  East  Erie  Street,  Chicago,  111. 
60611.  For  interns,  residents,  and  allied  health 
personnel  the  registration  fee  is  $35.00.  Included 
in  this  fee  are  three  luncheons,  and  a chairman’s 
reception,  to  which  wives  are  also  invited. 

Chairman  for  the  Course  is  Dr.  Ralph  T. 
Lidge,  and  co-chairman  is  Dr.  James  P.  Ahstrom, 
Jr.  The  chairman  of  the  Chicago  Committee  on 
Trauma  is  Dr.  Colman  J.  O’Neill,  and  the  secre- 
tary-treasurer is  Dr.  James  F.  Kurtz. 
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ACOG  Plans 
Annual  Meeting 

The  American  College  of  Obstetricians  and 
Gynecologists  will  meet  May  21-24  at  the  Amer- 
icana Hotel.  Bal  Harbour,  Fla. 

This  21st  annual  clinical  meeting  will  feature 
formal  papers,  reports  on  current  investigations, 
and  specialty  meetings  on  community  health,  ma- 
ternal and  perinatal  medicine,  oncology,  pediatric 
and  adolescent  gynecology,  and  psychosomatic 
obstetrics  and  gynecology. 

There  will  be  two  “Great  Debates,”  breakfast 
conferences  and  a full  motion  picture  program. 

New  this  year  are  postgraduate  courses 
throughout  the  meeting  as  well  as  preceding  it, 
and  informal  Curbstone  Consultations  with  two 
authorities  on  each  subject. 

New  Self-Assessment  Tests  in  Clinical  Obstet- 
rics and  Clinical  Gynecology  will  be  offered.  Reg- 
istration fee  for  nonmembers  is  $125. 

For  information,  contact:  Donald  F.  Richard- 
son, Associate  Director,  American  College  of  Ob- 
stetricians and  Gynecologists,  One  East  Wacker 
Drive,  Chicago,  111.  60601. 

Quality  of  Life 
Congress  Set 

The  Gulf  States  Region  Congress  on  the  Qual- 
ity of  Life  will  be  held  May  16-19  in  New  Orleans 
at  the  Marriott  Hotel. 

The  course  will  cover  maternal  and  child  health 
from  conception  through  adolescence  and  will  be 
sponsored  by  the  Louisiana  State  Medical  Society 
and  Women’s  Auxiliary,  Tulane  University  Medi- 
cal Center  and  the  Louisiana  State  University 
Medical  Center  under  the  auspices  of  the  AMA 
and  other  agencies. 

Faculty  will  consist  of  health  and  behavioral 
professionals  from  the  four-state  area — Louisi- 
ana, Texas,  Mississippi  and  Alabama.  The  course 
is  designed  to  jolt  public  awareness  to  the  impor- 
tance of  all  children  and  to  be  another  spur  to  in- 
tergroup action  on  behalf  of  children  at  all  levels 
— national,  regional,  state  and  local. 

The  $30.00  registration  fee  covers  two  lunch- 
eons, one  reception  and  convention  material. 

For  registration  and  information,  write  to  Tu- 


lane Medical  Center  Relations,  Congress  on  the 
Quality  of  Life,  1430  Tulane  Ave.,  New  Orleans, 
La.  70112. 

Drug  Abuse  Commission 
Makes  Report 

While  the  abuses  of  alcohol,  heroin  and  other 
drugs  show  no  signs  of  disappearing  soon  and 
may  even  increase,  drugs  do  not  threaten  to  de- 
stroy society,  the  National  Commission  on  Mari- 
juana and  Drug  Abuse  has  told  Congress  and 
President  Nixon. 

Making  more  than  100  recommendations  to 
de-emphasize  government  involvement  in  the  drug 
field,  which  the  panel  sharply  criticized,  and  re- 
emphasized family,  church  and  community  in- 
volvement, the  481 -page  report  concluded: 

( 1 ) “The  commission  sees  little  evidence  of 
any  decline  in  the  rate  of  experimental  use,  par- 
ticularly of  marijuana  and  hallucinogenic  drugs, 
by  young  people.  . . . Youthful  experimentation 
will  remain  one  of  the  most  difficult  aspects  of  the 
drug  problem.” 

(2)  “The  commission  does  not  anticipate  a 
quick  end  to  the  heroin  problem.  A large  segment 
of  the  current  heroin-dependent  population  resists 
any  form  of  treatment  while  new  users  continue 
to  be  recruited.” 

(3)  “The  commission  does  not  anticipate  the 
imminent  discovery  of  a cure  or  vaccine  for  drug 
dependence.  Compulsive  drug  use  does  not  seem 
to  be  the  kind  of  phenomenon  for  which  science 
will  discover  a ‘magic  bullet.’  ” 

(4)  “The  commission  foresees  a possible  con- 
tinuing increase  in  the  already  extensive  phenom- 
enon of  circumstantial  use,  slowed  only  by  re- 
duced availability  of  specific  substances  within 
legitimate  medical  channels.  Only  an  effective 
long-term  policy  can  forestall  or  diminish  this  de- 
velopment.” 

(5)  “The  drug  problem,  as  perplexing  and  ex- 
tensive as  it  is,  is  not  going  to  bring  about  the 
collapse  of  our  society.  We  will  make  some  prog- 
ress in  dealing  with  it,  but  we  should  not  harbor 
unrealistic  hopes  for  the  future.” 

The  report  by  the  high-level  commission,  which 
a year  ago  recommended  that  all  criminal  penal- 
ties for  personal  use  and  possession  of  marijuana 
be  abolished,  came  as  the  White  House  an- 
nounced plans  to  group  all  federal  drug  law  en- 
forcement under  one  agency  in  the  Justice  De- 
partment. 
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Arterial  Injuries  Associated 
With  Closed  Fractures 


The  management  of  injuries  to  the  vascular  and 
skeletal  systems  has  been  vastly  improved  since 
1945.  Ligation  of  the  injured  vessels,  even  major 
ones,  was  the  treatment  of  choice  in  the  majority 
of  arterial  injuries  sustained  in  World  War  II, 
when  among  2,471  acute  arterial  wounds,  end  to 
end  anastomosis  was  effected  in  only  three  in- 
stances.3 The  overall  amputation  rate  in  that  con- 
flict was  45-55  per  cent,  while  in  the  Korean  and 
Viet  Nam  wars  the  amputation  rates  following 
arterial  injuries  were  13  per  cent  and  8 per  cent 
respectively. 3 However,  in  civilian  surgical  practice 
this  rate  of  limb  loss  has  continued  to  be  far 
higher,  according  to  Goldman,  et  al.4  who  found 
that  50  per  cent  of  arterial  injuries  were  recog- 
nized late  or  not  at  all. 

Arterial  injury  associated  with  long  bone  frac- 
tures can  present  special  problems.  The  purpose 
of  this  report  is  to  present  two  such  cases,  repre- 
senting problems  with  arm  and  leg  fractures. 

CASE  REPORTS 

Case  No.  1.  J.  F.,  a 46-year-old  man,  was 
changing  a tire  on  his  automobile  which  blew  up, 
resulting  in  injury  to  his  face  and  right  arm.  On 
admission  to  the  emergency  room  his  vital  signs 
were  stable,  there  were  lacerations  of  his  face, 
an  obvious  closed  fracture  of  the  upper  right  arm 
with  marked  swelling  and  no  right  radial  pulse. 
The  right  hand  was  warm  and  there  was  no 

From  the  Department  of  Surgery  and  Division  of  Ortho- 
pedic Surgery,  University  of  Mississippi  School  of 
Medicine,  Jackson,  Miss. 

* Presented  before  the  American  Association  for  the 
Surgery  of  Trauma,  October,  1971. 


WILLIAM  TOMPKINS,  JR„  M.D.,  and 
JAMES  R.  GREEN,  M.D. 
Jackson,  Mississippi 

neurologic  deficit.  Facial  films  revealed  a fracture 
of  the  left  mandible,  a fractured  right  zygomatic 
arch  and  a vertical  palatal  fracture.  Roentgeno- 


Arterial  injuries  occur  frequently  in  associ- 
ation with  closed  fractures  of  the  extremities. 
The  authors  emphasize  the  importance  of  a 
thorough  initial  examination  and  periodic 
re-evaluation  of  the  peripheral  circulation  in 
such  circumstances.  Early  diagnosis,  with 
arteriography  when  feasible,  and  prompt 
surgical  treatment  both  for  bone  stability  and 
repair  of  the  injured  vessel  is  axiomatic  for 
optimal  limb  survival. 


grams  of  the  right  arm  revealed  a closed,  dis- 
placed comminuted  fracture  of  the  mid-portion  of 
the  right  humerus.  Because  of  the  absent  right 
radial  pulse,  a brachial  arteriogram  was  done 
which  demonstrated  a block  of  the  brachial  artery 
at  the  level  of  the  fracture  site  ( see  Figure  1 ) . 
There  were  collateral  channels  and  reconstitution 
of  the  contrast  media  above  the  elbow  with  good 
run-off  into  the  radial  and  ulna  arteries.  Initial 
laboratory  data  was  within  normal  limits  and  he 
was  taken  to  surgery,  at  which  time  a Rush  rod 
was  placed  in  the  right  humerus  through  the  frac- 
ture site  (see  Figure  2).  The  bone  being  stabilized 
in  this  manner,  exploration  of  the  brachial  artery 
was  undertaken.  There  was  a one-inch  segment 
of  brachial  artery  which  was  obviously  contused 
with  the  adventitia  intact.  After  proximal  and 
distal  control  was  obtained,  and  heparin  injected 
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distally,  the  injured  segment  was  excised.  This 
revealed  an  intramural  hematoma  with  throm- 
bosis in  the  injured  segment  of  artery.  After 
Fogarty  catheterization  of  the  distal  artery  had 
been  carried  out,  the  two  fresh  ends  of  the  artery 
were  anastomosed  with  fine  arterial  suture,  with 
return  of  a good  pulse  distal  to  the  anastomosis. 
The  facial  fractures  were  then  repaired.  Post- 
operatively  he  did  well  and  was  discharged  on  the 
fourth  hospital  day  with  a good  right  radial  pulse 
and  no  neurologic  deficit.* 

Case  No.  2.  W.  G.,  a 35-year-old  male,  was  hit 
by  a motor  vehicle  while  crossing  the  street  and 
was  brought  to  the  University  Hospital  emergency 
room  immediately.  Vital  signs  were  normal  and 
physical  examination  revealed  a swollen  distal  left 
thigh,  absent  popliteal  and  foot  pulses  on  the  left 
with  good  distal  pulses  of  the  right  lower  leg.  The 
left  foot  was  cool  and  the  patient  complained  of 
numbness  and  weakness  in  the  left  foot.  X-rays  of 
the  pelvis  revealed  a fracture  of  the  left  anterior 
inferior  iliac  spine,  avulsion  fracture  of  the  left 
greater  trochanter,  left  acetabular  fracture,  left 
inferior  pubic  ramus  fracture,  and  separation  of 


Figure  1.  Right  brachial  arteriogram  demonstrat- 
ing block  in  brachial  artery  (arrow)  and  displaced 
fracture  of  right  humerus. 


Figure  2.  X-ray  of  right  humerus  postoperativelv 
with  Rush  rod  in  place. 


the  symphysis  pubis.  X-rays  of  the  left  leg  re- 
vealed a displaced  fracture  of  the  distal  one-third 
of  the  femur  with  posterior  displacement  of  the 
proximal  fragment  (see  Figure  3).  Because  of  the 
pelvic  fractures  and  the  separated  symphysis 
pubis,  a urethogram  was  done  which  showed  no 
extravasation.  A femoral  arteriogram  revealed  a 
7 cm  block  in  the  distal  left  superficial  femoral 
artery  with  good  reconstitution  in  the  popliteal 
artery  below  (see  Figure  4). 

The  patient  was  then  taken  to  surgery,  where, 
through  a left  lateral  thigh  incision,  the  left  femur 
fracture  was  stabilized  using  a Jewett  nail  (see 
Figure  5).  Then  through  a left  medial  thigh  in- 
cision the  distal  left  femoral  artery  was  explored. 
There  was  a 1 cm  area  of  contusion  of  the  artery 
where  the  posterior  fragment  had  compressed  the 
artery.  Fifty  mg  of  heparin  were  given  intra- 
venously and  a transverse  incision  was  made  over 
the  contused  area  after  proximal  and  distal  con- 
trol had  been  obtained  by  passing  umbilical  tapes 
around  the  artery.  There  was  no  subintimal 
hemorrhage  nor  was  there  any  intimal  disruption. 
There  was  what  appeared  to  be  an  atheromatous 
plaque  which  was  causing  stenosis  of  the  injured 
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portion  of  the  femoral  artery.  Fogarty  catheteri- 
zation was  then  carried  out.  obtaining  an  8-10  cm 
organized  clot  proximally  and  none  distally.  Fol- 
lowing this  the  contused  area  of  the  artery  with 
atheromatous  plaque  was  excised  and  an  end  to 
end  anastomosis  effected  with  arterial  suture. 
After  the  proximal  and  distal  clamps  were  re- 
leased. there  was  a good  pulse  felt  in  the  popliteal 
artery  and  the  wound  closed.  Postoperatively,  the 
patient  had  a good  left  dorsalis  pedis  pulse.  He 
did  well  except  for  some  weakness  of  the  lower 


Figure  3.  X-ray  of  left  femur  showing  comminut- 
ed fracture  with  posterior  displacement  of  proximal 
fragment. 


left  leg,  which  improved  with  physical  therapy, 
and  was  discharged. 

DISCUSSION 

Some  degree  of  small  vessel  damage  occurs 
with  every  long  bone  fracture.  Injury  to  periosteal 
or  nutrient  vessels  is  not  of  prime  importance  in 
the  initial  phase  of  fracture  treatment.  Damage  to 
large  or  medium-sized  vessels,  however,  is  of  ut- 
most importance  in  the  treatment  of  the  injured 
extremity,  and  must  be  treated  as  a surgical 
emergency.  Experimental  work  has  shown  the 
maximal  permissible  time  lag  between  major  vessel 


occlusion  and  restoration  of  blood  flow  to  be  6 to 
8 hours.0  This  time  lag  factor,  however,  is  a rel- 
ative figure  depending  upon  the  degree  of  arterial 
occlusion,  collateral  circulation,  associated  soft 
tissue  swelling,  and  presence  of  peripheral  vascular 
collapse,  among  still  other  considerations.  Early 
diagnosis  thus  influences  the  course  and  success 
of  treatment. 

Most  vascular  injuries  associated  with  closed 
fractures  occur  in  vessels  which  are  deep  and 
relatively  fixed  and  which  are  in  close  association 
to  the  bone,  the  most  frequent  being  brachial, 
femoral  and  popliteal  artery  injuries.  Supra- 
condylar fractures  of  the  humerus  and  femur,  and 
femoral  shaft  fractures,  are  often  involved.  The 
signs  of  major  arterial  injury  are  a cool  extremity, 
often  loss  of  pulses  distally,  and  sensory  and/or 
motor  deficits  in  the  involved  extremity.  In  cases 
of  extremity  fractures  where  these  signs  are 
present,  prompt  evaluation  of  the  arterial  supply 
is  mandatory.  Splinting  of  the  fracture,  or  readjust- 
ment of  balanced  traction,  may  relieve  pressure 
on  the  artery  and  restore  uninterrupted  pulsatile 
flow  to  the  extremity  distally.  In  other  patients,  an 
arteriogram  may  be  indicated  to  identify  the 
probable  site  and  nature  of  arterial  injury.  In  any 
event,  exploration  may  be  indicated,  or  necessary, 
to  provide  adequate  arterial  flow.  Needless  to  say, 
splinting  of  the  involved  extremity  is  essential  to 
prevent  further  arterial  damage  and  possible  nerve 
injury.  Whenever  possible,  fracture  fixation  should 
be  accomplished  prior  to  undertaking  exploration 
of  the  injured  vessel  to  facilitate  repair  of  the 
injured  vessel  and  to  prevent  further  injury  to 
the  vessel  after  repair.  As  a general  rule,  the 
fracture  should  be  stabilized  by  the  most  expedient 
method  which  will  offer  the  greatest  stability  of 
the  fracture  site.  Again,  arteriography  is  very  use- 
ful and  can  be  especially  valuable  where  there  is 
a pulse  distal  to  the  injury,  but  other  signs  of 
arterial  insufficiency  are  present.  Arteriography 
can  be  negative  in  the  presence  of  vascular  injury, 
where  clotting  has  sealed  off  arterial  wall  injury. 

Arterial  injuries  associated  with  closed  fractures 
usually  fall  into  three  categories:  (1)  disruption 
of  the  vessel  due  to  direct  trauma  from  the  bone 
fragments;  (2)  those  secondary  to  compression, 
stretch,  or  spasm;  and  (3)  those  that  develop 
later  as  false  aneurysms  and  arteriovenous  fistu- 
lae.5  The  type  of  repair  indicated  is  dependent  on 
the  injury  to  the  vessel.  Simple  tears  and  punctures 
can  best  be  repaired  by  continuous  suturing  of  the 
tear.  Large  rents  in  the  vessel  may  require  a 
patch  or,  more  easily,  resection  with  end  to  end 
anastomosis.  With  subintimal  hemorrhage  or  inti- 
mal  tears,  endarterectomy  and/or  suture  of  the 
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intima  must  be  accomplished.  If  the  artery  is 
completely  divided,  end  to  end  anastomosis  can 
be  effected  or,  for  large  defects  in  the  vessel  where 
end  to  end  anastomosis  is  not  feasible,  resection 
and  use  of  a vein  graft  may  be  required.  Proximal 
and  distal  Fogarty  catheterization  may  be  neces- 
sary. When  there  is  marked  edema  or  swelling,  a 
fasciotomy  is  often  indicated  to  prevent  the 
complication  of  Volkmann’s  ischemic  contracture. 
If  there  is  disappearance  of  a distal  pulse,  which 
was  present  after  the  vascular  repair,  re-explo- 
ration  must  be  considered,  although  the  compli- 
cations of  osteomyelitis  and  infection  are  much 
higher.  Arteriography  should  usually  precede 
exploration  in  such  instances. 

SUMMARY 

Arterial  injuries  occur  frequently  in  association 
with  closed  fractures  of  the  extremities.  Thus,  a 
thorough  initial  examination  and  periodic  re- 
evaluation  of  the  peripheral  circulation  in  such 
circumstances  is  mandatory.  Early  diagnosis,  with 
arteriography  when  feasible,  and  prompt  surgical 
treatment  both  for  bone  stability  and  repair  of 
the  injured  vessel  is  axiomatic  for  optimal  limb 


Figure  4.  Left  femoral  arteriogram  demonstrating 
block  in  distal  left  femoral  artery. 


Figure  5.  X-ray  of  left  femur  postoperatively  show- 
ing fracture  fixation  with  Jewett  nail. 


survival.  When  the  patient  must  be  transported, 
the  injured  extremity  should  be  effectively  splinted. 
The  type  of  repair  carried  out  on  the  injured 
vessel  will  be  dependent  upon  the  condition  of 
the  vessel  found  at  the  time  of  exploration.  *** 
2500  North  State  Street  (39216) 
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Reducing  Mortality  in  Breast  Cancer 

Through  Early  Detection 


There  is  increasing  emphasis  on  improving  the 
quality  of  health  care  in  the  United  States.  Pro- 
grams are  being  stimulated  and  funded  for  basic 
research  and  means  of  controlling  cancer.  During 
the  last  10  years  cancer  of  the  breast  has  received 
revitalized  interest.  It  remains,  however,  the  most 
uncontrollable  of  the  major  cancers  and  kills  more 
women  than  any  other  malignancy.  Nearly  6 per 
cent  of  women  will  develop  breast  cancer  during 
their  normal  life  expectancy. 

It  ranks  first  among  cancers  in  number  of 
surgical  procedures,  in  radiation  therapy  treat- 
ments and  in  the  number  of  hormone  and  chemo- 
therapy administrations.  In  cancer  diagnosis,  it 
is  the  first  in  number  of  biopsies  and  is  first  of 
all  cancers  from  the  standpoint  of  cost  in  physi- 
cian’s fees  and  hospital  bills.  One  cannot  compute 
its  ranking  in  heartache  and  suffering.1 

The  overall  survival  rate  has  not  improved  sig- 
nificantly in  40  years  despite  more  radical  opera- 
tions, intensive  x-ray  therapy  and  chemotherapy. 
It  is  probably  true  that  the  practical  limits  of 
excisional  surgery  have  been  reached,  and  that 
ionizing  radiation  has  been  utilized  to  the  greatest 
possible  degree. 

Where  then  do  we  go?  Obviously  we  should 
spend  more  effort  to  determine  the  cause  of  the 
disease.  Until  the  cause  is  known  and  prophylactic 
means  are  developed  against  the  disease,  we 
should  pursue  the  concept  of  earlier  detection. 
Carcinoma  of  the  cervix  illustrates  the  concept. 
Twenty-five  years  ago  it  was  the  number  one 
killer  of  women.  Since  then  the  mortality  rate 
of  cervical  cancer  has  been  cut  in  half.  Even 
though  prevention  is  not  possible,  the  disease  can 
virtually  be  eliminated  by  uniform  use  of  the  pap 
smear  as  a means  of  early  detection. 

A fundamental  question  must  be  answered  con- 
cerning early  diagnosis.  Does  early  detection,  that 
is  the  discovery  of  smaller  breast  lesions,  improve 
survival?  One  extreme  of  opinion  is  represented 
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by  the  pessimistic  concept  of  biologic  prede- 
terminism which  holds  that  the  die  was  cast  be- 
fore clinical  evidence  of  the  disease  made  itself 
apparent  and  that  efforts  to  influence  survival 
rates  by  earlier  detection  were  futile.2  Indeed, 


The  author  discusses  cancer  of  the  breast 
in  terms  of  history,  mortality,  the  importance 
of  early  detection,  diagnostic  and  treatment 
procedures.  He  emphasizes  that  until  in- 
tensive research  determines  the  cause  of  the 
disease,  early  detection  is  the  most  effective 
way  to  cut  mortality.  Periodic  self-exami- 
nation, careful  annual  physical  examinations 
of  the  breast  by  physicians,  mammography , 
thermography  and  xerography  are  the  cur- 
rently available  procedures  to  make  early 
clinical  diagnosis — thus  finding  smaller  tu- 
mors and  increasing  chance  of  survival. 


this  has  been  shown  to  be  true  for  a small  per- 
centage of  patients.2  No  matter  how  small  the 
lesion  at  diagnosis,  spread  to  axillary  nodes  has 
already  occurred  and  survival  is  not  improved. 
Bond4  contends  that  the  apparent  increase  in 
survival  time  resulting  from  efforts  at  early  de- 
tection consists  of  nothing  more  than  that  incre- 
ment of  time  between  early  detection  and  the 
time  when  the  tumor  would  have  made  itself  ap- 
parent in  due  course.  Both  opinions  have  some 
merit. 

An  influential  study  by  Fisher  et  al5  in  1969 
downplayed  the  significance  of  tumor  size  on  the 
risk  of  recurrence.  He  reported  results  of  the 
National  Breast  Project  which  was  a cooperative 
study  beginning  in  1957,  involving  45  institutions 
in  the  United  States.  The  study  provided  data 
regarding  the  relation  of  tumor  size  to  patient 
prognosis.  Five  year  recurrence  and  survival  data 
were  obtained  from  1,100  patients  who  had  radi- 
cal mastectomies.  Tumor  size  was  recorded  by 
the  examining  physician  and  the  pathologist  who 
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measured  the  surgical  specimen.  In  most  instances 
there  was  excellent  agreement  between  the  two. 
Tumors  were  arranged  in  one  cm  groupings  and 
correlated  with  nodal  involvement  and  prognosis. 
Tumor  size  ranged  from  less  than  one  cm  to  six 
cm  plus.  Five  per  cent  of  all  tumors  were  smaller 
than  one  cm;  the  statistical  significance  of  data 
in  the  small  group  was  considered  unreliable. 

Fisher  noted  that  the  presence  or  absence  of 
involved  axillary  nodes  and  thus  patient  prognosis 
was  often  independent  of  primary  tumor  size. 
Patients  with  large  tumors  but  negative  nodes  had 
nearly  as  good  prognosis  as  those  with  smaller 
tumors  and  negative  nodes  when  compared  at  five 
years.  However,  when  looking  at  the  overall  re- 
lationship of  tumor  size  to  axillary  node  involve- 
ment there  is  undeniable  improvement  in  prog- 
nosis with  smaller  tumors.  Five  year  recurrence 
drops  from  over  60  per  cent  with  tumors  six  cm 
and  larger  to  30  per  cent  with  those  from  1.0  to 
1.9  cm. 

It  is  well  known  that  the  outcome  of  breast 
carcinoma  is  not  revealed  in  the  first  five  years 
after  treatment.  Crile1’  re-emphasized  the  fact  that 
carcinoma  of  the  breast  is  often  slow  growing  and 
recurrences  have  been  noted  to  occur  up  to  10-15 
years  after  considered  cure  at  five  years.  Two 
hundred  and  twenty-five  patients  were  followed  at 
least  10  years.  He  found  that  at  10  years  the 
difference  in  survival  between  patients  with  lesions 
2.5  cm  or  less  in  diameter  and  those  with  lesions 
more  than  2.5  cm  was  much  more  striking  than 
it  had  been  at  five  years.  At  10  years  the  propor- 
tion of  patients  with  small  tumors  who  were  still 
alive  was  more  than  twice  as  high  as  that  of 
patients  with  large  ones,  whereas  at  five  years  the 
relative  difference  was  much  less. 

Berg  and  Robbins7  followed  1,485  cases  of 
breast  cancer  treated  by  radical  mastectomy  at 
Memorial  Hospital  during  the  period  1940-1943. 
From  a 20  year  follow-up  they  noted  a relation- 
ship between  the  size  of  the  tumor  and  the  sur- 
vival rate.  Lesions  less  than  one  cm  in  diameter 
had  a 20  year  survival  rate  of  77  per  cent  versus 
20  per  cent  for  lesions  6 cm  or  larger. 

With  convincing  evidence  that  location  of 
smaller  tumors,  hence  earlier  detection,  will  im- 
prove patient  survival,  how  then  can  we  better 
identify  them? 

In  an  attempt  to  make  early  clinical  diagnosis, 
periodic  self-examination  has  been  stressed  and 
promoted  during  the  last  20  years.  Indeed,  90-95 
per  cent  of  breast  lumps  that  may  prove  to  be 


cancer  are  found  by  the  patient  herself.  Un- 
fortunately, by  the  time  the  mass  is  discovered 
by  palpation,  reports  show  that  it  is  usually  more 
than  3.5  cm  in  diameter.  In  some  65  per  cent 
of  cases  axillary  metastasis  has  already  occurred 
and  the  five  year  survival  hardly  approaches  50 
per  cent.8 

ANNUAL  PHYSICAL  EXAMS 

Women  have  also  been  urged  to  have  annual 
physical  examinations  of  the  breast.  Although  no 
one  doubts  this  philosophy,  for  one  reason  or 
another  periodic  careful  screening  by  physicians 
has  not  been  widely  used.  That  periodic  examina- 
tion does  have  merit  and  can  greatly  improve 
early  detection  has  been  clearly  demonstrated  by 
the  Cancer  Detection  Center  at  the  University  of 
Minnesota.  Gilbertsen3  (1971)  reported  the  re- 
sults of  annual  physician  examination  during  the 
intervals.  The  study  group  included  8,345  women, 
45  years  of  age  or  older,  who  were  free  from 
symptoms  of  cancer  or  other  serious  disease  upon 
entry  into  the  program  and  who  underwent 
46,150  annual  examinations  at  the  center. 

Since  the  beginning  of  the  study  in  1948,  104 
subsequently  confirmed  breast  cancers  were  diag- 
nosed. Sixty  per  cent  were  detected  at  annual 
examinations  at  the  center,  and  the  remainder 
were  found  during  the  interval  by  breast  self- 
examination.  The  annual  incidence  rate,  approxi- 
mated as  2.25  per  thousand  patient  years  of 
observation  is  a rate  which  corresponds  to  that 
which  might  be  anticipated  for  a group  of  women 
similar  to  that  seen  at  the  center.  Seventy  per 
cent  of  the  cancers  found  were  without  lymph 
node  involvement  and  apparently  localized  to  the 
breast  at  the  time  of  surgery  illustrating  the  rela- 
tive “earliness”  of  detection.  Survival  at  15  years 
was  82  per  cent  for  those  lesions  detected  at  the 
annual  examination  and  62  per  cent  for  those 
detected  during  the  interval.  As  noted,  70  per  cent 
of  patients  had  negative  nodes  at  surgery;  these 
had  a remarkable  87  per  cent  15-year  survival 
rate.  The  survival  for  all  patients  was  73  per  cent 
at  15  years. 

Thus  it  appears  that  substantial  potential  for 
improvement  in  survival  for  breast  cancer  patients 
would  appear  likely  if  concerted  efforts  were  made 
for  more  adequate  professional  education  regard- 
ing the  merit  of  periodic  examinations.  This 
should  be  supplemented  by  increased  efforts  for 
public  education  regarding  breast  self-examination. 

Methods  are  now  available  to  aid  in  earlier 
detection  of  breast  lesions  even  at  the  preclinical 
phase.  As  the  National  Breast  Project  indicated, 
perhaps  it  is  only  when  tumors  can  be  removed 
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when  they  are  less  than  one  cm  that  real  gains 
will  be  made.5 

There  are  several  procedures  which  are  being 
employed  concomitantly  with  physical  examina- 
tion to  diagnose  breast  cancer  at  an  earlier  stage. 
These  include  mammography,  thermography  and 
xerography.  The  one  that  has  received  the  greatest 
emphasis  and  shows  most  promise  is  mam- 
mography. 

MAMMOGRAPHY 

Mammography  has  a long  history,  dating  from 
early  attempts  by  Salomon9  in  Germany  in  1913. 
Poor  quality  results  prevented  widespread  interest 
until  modern  techniques  were  developed  and 
popularized  by  Egan  (1960),  Gershon-Cohen  et 
al  (1961),  and  others.  Mammography  is  soft 
tissue  x-ray  of  the  breast.  Low  kilovoltage  is  used 
to  enhance  the  available  detail.  There  is  no  dis- 
comfort to  the  patient.  The  average  radiation 
dosage  to  the  skin  is  in  the  order  of  7-1 1 rads  and 
to  the  midpoint  of  the  breast  is  3-6  rads.10  A 
yearly  mammogram  for  25  years  would  give  about 
the  same  amount  of  radiation  as  is  used  in  treating 
bursitis  of  the  shoulder.11  As  it  is  essential  that 
the  x-ray  beam  be  well  collimated,  the  dose  is 
confined  to  the  breast  and  chest  wall  and  there  is 
no  radiation  dosage  to  the  gonads.  The  technique 
has  been  shown  to  be  reproducible  in  the  hands 
of  trained  radiologists  and  has  made  mammogra- 
phy available  wherever  modern  x-ray  facilities 
and  well-trained  technicians  are  found.  To 
recognize  very  small  lesions  and  reduce  false 
interpretations,  many  centers  employ  the  Sen- 
ograph.  an  apparatus  designed  for  mammography. 
It  produces  mammograms  of  high  technical  ex- 
cellence. Two  views  (craniocaudal  and  lateral) 
are  made.  The  Egan  technique  using  conventional 
x-ray  equipment  has  also  been  widely  used  with 
good  results.12 

Mammography  has  been  used  basically  in  two 
ways:  (1)  as  a screening  technique  with  physical 
examination;  screening  may  be  for  the  general 
population  or  for  high  risk  groups;  and  (2)  in 
patients  with  a clinically  palpable  breast  mass. 

The  value  of  mammography  with  a palpable 
mass  lies  in  two  reasons.  First,  it  is  used  to  de- 
termine the  presence  of  occult  neoplasia  either 
in  the  ipsilateral  or  contralateral  breast.  Secondly, 
it  is  used  to  obtain  a baseline  x-ray  examination 
of  the  contralateral  breast  in  event  that  the 
originally  palpable  mass  proved  to  be  malignant. 
This  is  necessary  because  of  the  higher  incidence 
of  malignant  change  in  the  opposite  breast  in 
women  with  carcinoma  of  the  breast  as  com- 
pared with  the  ordinary  population. 


In  terms  of  general  screening  several  large 
mammography  surveys  have  been  conducted.  A 
characteristic  of  these  studies  has  been  concomi- 
tant physical  examination  of  the  breast.  Stevens 
and  Weigen13  (1969)  reviewed  the  results  of  six 
major  surveys.  Of  43,875  women  who  had  clini- 
cally negative  breast  examinations  and  an  initial 
mammographic  study,  69  occult  carcinomas  were 
detected.  This  is  equivalent  to  one  per  635 
patients  or  approximately  1.6  per  1,000  mammo- 
grams. Of  the  69  occult  carcinomas  only  12  (17 
per  cent)  had  axillary  metastasis.  The  ratio  of 
malignant  to  non-malignant  lesions  was  1 :7.5  indi- 
cating a relatively  high  price  to  pay  in  order  to 
discover  occult  cancers.  That  is,  one  cancer  was 
detected  for  every  7.5  mammographic  indicated 
biopsies. 

Leis12  followed  1,626  women  with  clinically 
negative  breasts  over  35  years  of  age  with  a yearly 
mammogram  for  a period  of  seven  years.  In  the 
seven  year  period  11,382  mammograms  were 
made.  Forty-seven  cancers  in  44  women  were 
found  as  a result  of  72  biopsies  performed  on  the 
basis  of  mammogram  changes  only.  The  cancers 
ranged  from  one  to  18  mm  in  size  but  only  two 
were  larger  than  10  mm.  None  of  the  lesions  were 
clinically  palpable.  Of  the  44  cases  who  had  com- 
plete mastectomy,  only  two  had  positive  nodes. 
That  his  results  were  outstanding  is  indicated  by 
the  detection  of  a cancer  for  every  two  mammo- 
graphic indicated  biopsies.  This  compared  very 
favorably  with  the  national  overall  cancer  positive 
rate  of  31  per  cent  for  all  indicated  breast  bi- 
opsies.11 

Rogers11  (1972)  reviewed  the  mammography 
experience  at  Emory  University  and  found  30 
cancers  in  72  cases  in  which  biopsy  was  per- 
formed solely  on  the  basis  of  x-ray  findings.  Of 
the  30  cancers  detected,  only  five  had  positive 
lymph  nodes.  There  was  a 70  per  cent  10-year 
survival  rate  in  negative  node  patients  as  com- 
pared to  29  per  cent  survivors  in  node  positive 
patients.15 

Venet  et  al10  screened  20,21 1 patients.  Twenty- 
one  occult  carcinomas  were  detected  by  the  initial 
mammographic  study  for  an  initial  detection  rate 
of  one  occult  carcinoma  per  1,000  studies. 

The  literature  thus  indicates  a pickup  rate  of 
between  1.0  and  2.0  occult  cancers  per  1,000 
mammograms  on  the  initial  screening  with  a 
cancer  positive  rate  between  10  per  cent  and  50 
per  cent  for  the  number  of  biopsies  indicated. 
The  pickup  rate  drops  significantly  after  the 
initial  mammographic  examination  although  most 
investigators  recommend  yearly  examinations.13 

It  is  extremely  important  to  make  certain  that 
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the  suspicious  area  demonstrated  on  mammogra- 
phy is  actually  removed  surgically.  If  the  lesion 
is  nonpalpable  it  is  necessary  that  the  radiologist 
and  surgeon  study  the  x-rays  simultaneously  and 
mutually  outline  the  area  to  be  removed.  A large 
biopsy  is  sometimes  necessary.  It  is  good  practice 
to  x-ray  the  specimen  immediately  after  removal 
to  be  certain  that  the  suspect  area  has  been  re- 
moved. It  is  of  equal  importance  to  section  the 
specimen  serially. 

BREAST  SCREENING 

Most  studies  in  the  literature  regarding  breast 
screening  have  a number  of  variables  making 
comparisons  difficult.  There  has  been  difficulty  in 
determining  the  selectivity  factors  associated  with 
the  examined  women  as  well  as  the  unavailability 
of  suitable  comparison  groups.  Although  one  must 
be  exceedingly  cautious  in  drawing  conclusions 
from  a single  study,  one  is  in  progress  in  New 
York  which  has  received  worldwide  attention  and 
from  which  the  course  of  breast  screening  will  be 
highly  dependent. 

In  1963,  the  Health  Insurance  Plan  of  Greater 
New  York,17  a prepaid,  group  practice  plan, 
started  a long-term  randomized  trial  directed  at 
the  question,  “Does  periodic  breast  cancer  screen- 
ing with  mammography  and  clinical  examination 
result  in  a reduction  in  mortality  from  breast 
cancer  in  the  female  population?”  A minimum 
of  10  years'  experience  was  projected  as  necessary 
to  answer  the  question  definitely.  No  previous 
study  had  included  a suitable  control  group  which 
would  allow  for  an  evaluation  of  any  change  in 
the  rate  of  mortality  from  breast  cancer  in  the 
study  group.  Thirty-one  thousand  women  aged 
40  to  64  were  assigned  randomly  to  the  study 
group  and  a similar  population  to  the  control 
group.  Only  study  women  were  asked  to  appear 
for  screening  examinations,  and  20,21 1 responded 
initially.  Three  additional  screening  examinations 
at  annual  intervals  had  been  completed  by  June, 
1970. 18  A modification  of  the  Egan  technique 
was  used  for  obtaining  mammograms.  The  clini- 
cians and  radiologists  recorded  their  findings  with- 
out knowledge  of  each  other’s  observations. 

Two  hundred  and  seventy-nine  breast  cancers 
were  detected  in  the  study  group  and  256  in  the 
control  group.  One  hundred  of  the  279  cancers  in 
the  study  group  were  detected  through  screening. 
Of  the  remaining  detected  in  the  study  group,  82 
were  found  in  women  who  were  screened  negative 
and  65  cancers  were  found  in  the  group  of  study 
women  who  refused  screening.  The  overall  de- 


tection rate  on  rescreening  was  1.51  per  1,000. 

Of  the  132  cancers  detected  on  screening,  59 
were  diagnosed  as  a result  of  the  clinical  evidence 
alone,  44  on  radiologic  evidence  alone,  and  29 
when  both  screening  modalities  indicated  the  need 
for  biopsy.  Omission  of  the  clinical  examination 
would  have  resulted  in  the  loss  of  45  per  cent  of 
the  cancers  and  omission  of  mammography,  a loss 
of  33  per  cent.  This  supported  the  author’s  con- 
clusion that  “under  the  conditions  of  the  screen- 
ing program,  clinical  examination  and  x-ray 
mammography  contribute  independently  to  the 
detection  of  breast  cancer  and  neither  one  could 
be  dispensed  with  in  the  search  for  early  disease.” 

The  effect  of  omitting  a screening  modality  by 
age  groups  reveals  interesting  data.  Omission  of 
the  clinical  examination  in  the  age  group  40-49 
would  have  resulted  in  a loss  of  61  per  cent  of 
the  132  cancers  detected  by  screening,  whereas 
only  19  per  cent  would  have  been  lost  by  omission 
of  mammography.  In  the  age  above  50,  omission 
of  either  modality  would  have  resulted  in  a sub- 
stantial number  of  undetected  cancers. 

Long-term  survival  data  are  not  available  as 
yet.  However,  an  important  prognostic  index  can 
be  obtained  from  the  status  of  the  axillary  nodes 
at  the  time  of  surgery.  Seventy  per  cent  of  the 
breast  cancers  detected  through  screening  had  no 
evidence  of  axillary  node  involvement  as  com- 
pared to  46  per  cent  in  the  control  group. 

The  study  summarizes  “that  the  clinician  faces 
important  problems  in  a large  scale  screening 
program  where  the  overwhelming  majority  of 
women  are  asymptomatic.  He  is  involved  in  the 
difficult  task  of  locating  cancers  that  are  early  and 
small  and  in  many  instances  have  characteristics 
that  are  quite  similar  clinically  to  benign  lesions. 
There  is  unequivocal  evidence  that  despite  these 
problems,  the  physical  examination  is  an  essential 
component  of  the  screening  program.” 

One  can  conclude  that  screening  the  general 
population  with  mammography  will  find  occult 
carcinomas  but  yield  is  low  for  cost  and  effort. 
The  fact  that  screening  with  this  technique  also 
usually  insures  clinical  examination  adds  much 
merit.  However,  it  is  the  consensus  of  most  in- 
vestigators that  mammography  as  a screening 
agent  for  the  general  population  is  not  practical 
at  the  present  time  and  should  be  limited  to  re- 
search center  studies. 

There  are  certain  situations  in  which  the  yield 
from  mammography  should  be  higher  and  thus 
make  it  a valuable  adjunct  to  breast  examination. 
These  include  factors  which  put  a patient  at  “high 
risk”  for  developing  breast  cancer.  Some  of  the 
factors  offer  only  a slight  statistical  difference  in 
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the  incidence  of  breast  cancer.  These  include 
women  who  were  never  married,  women  who 
married  late,  low  parity  women,  those  having  a 
high  socioeconomic  status  and  those  with  com- 
paratively more  years  of  menstrual  activity.1'-' 

Other  factors  appear  to  be  more  significant  and 
merit  routine  mammography  screening.  These  in- 
clude patients:  (1 ) with  a previous  breast  cancer; 

(2)  with  a family  history  of  breast  cancer;  and 

(3)  who  are  to  have  a biopsy. 

Leis20  reviewed  the  literature  concerning  the 
incidence  of  primary  cancer  in  the  second  breast. 
He  found  a 1 per  cent  chance  of  having  a simul- 
taneous primary  carcinoma  in  the  opposite  breast. 
More  significant  was  the  finding  that  7 per  cent 
of  women  developed  a primary  cancer  of  the 
opposite  breast  at  some  time  after  initial  diagnosis 
in  the  first  breast. 

Anderson21  at  M.  D.  Anderson  Hospital 
(1972),  reviewed  the  records  of  500  patients  who 
had  a diagnosis  of  breast  cancer  who  had  one  or 
more  relatives  with  the  disease.  In  those  with  a 
positive  family  history  for  the  disease,  9.6  per 
cent  of  patients  eventually  had  a primary  carci- 
noma in  the  opposite  breast.  If  the  patient  with 
a familial  history  of  breast  cancer  developed  her 
initial  carcinoma  at  a premenopausal  age,  the 
frequency  of  a primary  cancer  in  the  opposite 
breast  at  some  time  was  15.5  per  cent. 

Quantitating  the  risk  of  developing  breast 
cancer  when  there  is  a familial  history  has  been 
difficult.  Shapiro  et  al  in  studying  risk  factors  for 
breast  cancer  for  the  Health  Insurance  Plan  of 
New  York  found  supporting  evidence  for  the 
proposition  that  familial  association  with  breast 
cancer  is  specific.  He  found  women  who  reported 
having  one  or  more  sisters  with  breast  cancer  at 
an  elevated  risk  although  the  association  involving 
mother  and  daughters  was  less  well  defined. 

Physical  examination  remains  for  the  time 
being  the  primary  means  of  cancer  detection. 
Survival  rates  can  be  significantly  improved  only 
if  we  use  the  technique  to  its  full  potential.  Per- 
haps we  have  overemphasized  the  concept  of  self- 
examination  and  unconsciously  placed  undue  re- 
sponsibility on  the  patient.  The  key  to  success  lies 
in  placing  the  primary  responsibility  back  on  the 
physician.  We  must  re-orient  ourselves  to  the 
concept  that  early  detection  improves  survival. 
We  must  insist  on  annual  careful  physician  exami- 
nations and  secondarily  encourage  self-examina- 
tion. 


Mammography  is  a valuable  adjunct  to  physical 
examination.  Although  the  yield  is  low  as  a screen- 
ing technique  for  the  general  population,  it  is 
highly  recommended  as  an  adjunct  to  physical 
examination  in  the  “high  risk”  patient. 

2500  North  State  Street  (39216) 
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Burns  and  Their  Emergency  Treatment 

WILLIAM  H.  TURNEY,  M.D. 

Jackson,  Mississippi 


Down  through  the  years,  fire  has  been  very 
useful  to  man,  but  because  of  the  dire  nature  of 
burns  fire  has  also  been  a great  evil  at  times. 
There  are  approximately  2,000,000  people  burned 
seriously  enough  each  year  to  require  medical  at- 
tention and  approximately  8,000  deaths  each  year 
due  to  thermal  injury.  Most  all  physicians  at  one 
time  or  another  have  occasion  to  care  for  ther- 
mally injured  patients  at  some  point  in  their 
post-burn  course.  The  purpose  of  this  article  is  to 
briefly  discuss  the  immediate  problems  encoun- 
tered in  badly  burned  patients  and  how  they 
should  be  handled. 

Any  burn  of  greater  than  20  per  cent  of  body 
surface  area  (5-10  per  cent  in  children),  burns 
with  other  complicating  factors  such  as  respiratory 
injuries,  hand  burns,  fractures,  major  soft  tissue 
injuries,  and  electrical  burns  should  be  considered 
as  ‘'major”  injuries  and  require  special  care  in 
the  hospital.  Partial  thickness  burns  of  less  than 
15  per  cent  of  body  surface  area  may  be  treated 
on  an  out-patient  basis  provided  that  the  patient 
and  his  family  are  informed  and  dependable,  but 
close  observation  of  these  wounds  is  essential. 

In  considering  the  patient  with  major  burns, 
the  following  items  need  special  immediate  atten- 
tion for  good  care:  (1)  sedation,  (2)  airway, 
(3)  tetanus  prophylaxis,  (4)  antibiotic  coverage, 
(5)  local  wound  care,  and  (6)  IV  fluid  treat- 
ment. 

Sedation  is  a frequently  misused  aspect  of  the 
care  of  the  patient.  Although  a small  insignificant 
burn  may  be  very  painful,  a full  thickness  burn 
is  usually  painless  as  the  sensory  nerve  endings 
have  been  destroyed.  A partial  thickness  or  second 
degree  burn  may  be  painful  initially.  Require- 
ments for  sedation  vary  immensely  with  the 
depth  of  the  burn — a badly  burned  patient  re- 
quiring very  little  or  no  sedation.  Because  anal- 
gesics and  sedation  can  cloud  the  clinical  picture, 
it  should  be  kept  to  the  bare  minimum  in  major 
burns.  Another  important  point  regarding  seda- 
tion is  that  it  should  be  given  by  the  IV  route 
rather  than  IM.  Because  of  the  massive  fluid 
shifts  into  the  burned  area  and  out  of  the  burned 
area  and  the  resultant  poor  circulation,  the  ab- 


From  the  Department  of  Surgery,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  Miss. 


Great  advances  continue  to  be  made  rap- 
idly in  the  diagnostic  methods,  surgical  tech- 
niques and  drug  support  available  to  help 
the  physician  care  for  an  infinite  variety  of 
problems.  The  era  is  long  past  when  prac- 
tically all  significant  medical  knowledge  could 
be  gained  by  an  astute  medical  student  and 
all  known  effective  remedies  could  be  carried 
in  a single  “black  bag’’  to  the  patient’s  bed- 
side. 

However,  many  of  our  most  accomplished 
physicians  (whose  accomplishments  are  rare- 
ly recognized!)  who  care  for  the  greatest 
segment  of  patient  population  throughout  the 
rural  areas  of  this  state  were  trained  during 
the  earlier  era  described  above.  These  phy- 
sicians, for  the  most  part,  have  made  remark- 
able efforts  to  stay  abreast  of  the  changing 
tide  of  medical  knowledge  and  technique.  It 
is  for  these  men  that  the  ensuing  series  of 
articles  will  be  written. 

We  residents  must  be  aware  of  all  new 
advances  and  methodology  in  our  respective 
fields  in  order  to  satisfy  the  exacting  require- 
ments of  our  staff  and  later  our  board  ex- 
aminers. If  we  as  residents  then  truly  under- 
stand these  developments,  we  should  be  able 
to  assimilate  them,  organize  the  facts  into 
an  easily  understandable  sequence  and  then 
pass  them  on  to  other  interested  physicians, 
for  the  benefit  of  the  patient. 

We  will  attempt  to  do  this  in  hopes  that 
this  series  of  articles  will  provide  a service 
resulting  in  improved  patient  care  throughout 
the  state.  Also  we  hope  that  this  will  give 
the  local  physician  a concise  source  of  refer- 
ence when  he  encounters  problems  uncom- 
mon to  him  but  “routine”  in  a large  medical 
center.  And  lastly,  we  do  this  realizing  it  will 
allow  the  residents  to  address  themselves  to 
various  problems  in  full  view  of  a large  but 
varied  group  of  experienced,  practical  prac- 
titioners who  read  this  Journal.  We  hope 
that  comments,  suggestions,  questions  or  crit- 
icism will  be  freely  offered  by  the  reader. — 
Donald  A.  Hopkins,  M.D.,  Resident  Editor, 
University  of  Mississippi  School  of  Medicine. 
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sorption  of  IM  medications  may  be  very  erratic 
and  unpredictable. 

In  all  burned  patients  the  airway  should  be 
carefully  evaluated.  If  there  is  evidence  of  res- 
piratory burn  it  is  imperative  that  the  patient  be 
closely  observed  for  respiratory  embarrassment 
and  that  the  necessary  items  for  a tracheotomy 
be  close  at  hand  so  that  one  may  be  done  if  any 
respiratory  problems  develop. 

All  patients  with  burn  injuries  should  be  pro- 
tected against  tetanus.  According  to  Sherman  in 
Surgical  Clinics  of  North  America,  Vol.  50,  No.  6, 
1968,  there  were  four  cases  of  tetanus  secondary 
to  burn  injury  seen  at  the  city  of  Memphis  hos- 
pitals from  1945-1963.  Three  of  these  were  fatal. 
All  were  secondary  to  small  but  deep  burn 
wounds  which  received  inadequate  or  no  medical 
therapy  prior  to  admission  with  tetanus.  If  a pa- 
tient has  been  adequately  immunized  in  the  past, 
0.5  cc  of  tetanus  toxoid  should  be  given  IM. 
If  the  last  booster  dose  has  been  more  than  10 
years  ago,  then  500  units  of  hyperimmune  human 
antitetanus  globulin  (Homotet)  should  also  be 
given.  In  those  not  previously  immunized  this 
should  be  begun  with  0.5  cc  tetanus  toxoid  IM 
plus  500  units  of  human  antitetanus  globulin. 
The  active  immunization  should  be  completed 
with  two  more  injections  of  0.5  cc  precipitated 
tetanus  toxoid  at  four-week  intervals. 

Systemic  antibiotic  therapy  falls  down  the  line 
in  importance  for  initial  burn  therapy,  but  most 
authors  recommend  that  the  patient  be  started  on 
penicillin  immediately  (usually  as  Aqueous  Peni- 
cillin I.V.)  for  the  prophylactic  prevention  of 
streptococcal  septicemia.  The  serious  problem  of 
wound  infection  with  septicemia  which  frequently 
occurs  in  the  late  course  of  a burn  is  beyond  the 
scope  of  this  article. 

Immediate  local  care  of  the  burn  wound  should 
include  gentle  washing  to  remove  the  dirt  and 
dead,  charred  skin  with  a solution  such  as  dilute 
betadine  solution.  It  should  not  be  necessary  to 
take  the  patient  to  surgery  for  this.  The  wounds 
are  then  usually  treated  by  the  open  method  and 
covered  with  an  antibiotic  cream  such  as  Sulfamy- 
lon  or  gentamycin.  Repeated  burn  bacterial  cul- 
tures are  essential  for  proper  long-term  manage- 
ment for  prevention  of  sepsis. 

It  is  usually  best  to  dress  extremity  wounds, 
especially  those  of  the  hands.  If  the  patient  is  to 
be  transferred  to  another  hospital  he  should  be 
covered  with  a loose  sterile  dressing. 

A very  important  part  of  initial  treatment  of 
major  burns  is  IV  fluid  therapy.  The  burn  wound 
rapidly  draws  water  and  protein  out  of  the  pa- 
tient’s intravascular  volume  and  the  patient  often 


becomes  hypovolemic.  It  is  essential  to  begin 
replacing  these  losses  as  soon  as  possible  so  that 
hypovolemic  shock  and  renal  failure  can  be  pre- 
vented. There  are  several  different  formulae  used 
to  calculate  the  immediate  fluid  requirements  for 
major  burns,  the  Brooke  hospital  formula  being 
one  of  the  most  popular  (see  Table  I).  The  “Rule 
of  Nines”  is  used  to  calculate  the  body  surface 
area  burned  (see  Table  II).  As  one  can  see,  a 
burn  will  require  a large  volume  of  fluid  in  the 
immediate  post-burn  period  even  in  the  8-10 
liter/ day  range  for  severe  burns.  If  a severely 
burned  patient  is  to  be  transferred  to  a larger 
hospital,  he  should  have  a large  bore  IV  inserted 
and  receive  fluids  in  transit.  Ringer’s  lactate  would 
be  the  fluid  of  choice  and  should  be  given  in 
adequate  volume  to  keep  the  patient’s  hydration 
up  until  he  reaches  his  destination.  Depending  on 
the  severity  of  the  burn  several  liters  of  Ringer’s 
lactate  may  be  required.  In  infants,  fluid  contain- 
ing 40-70  mEq.  of  sodium  per  liter  rather  than 
full  strength  Ringer’s  lactate  should  be  used. 

TABLE  I 

BROOKE  FORMULA  FOR  FLUID 
RESUSCITATION  THERAPY 


First  24  hours 

Colloid  (plasma, 

dextran)  0.5  ml/kg  body  wt/per  cent  burn 

Electrolyte  (Ringer’s 

lactate)  1.5  ml/kg  body  wt/per  cent  bum 

Dextrose/water  . 2,000  ml 


Second  24  Hours 

One-half  the  amount  calculated  for  colloid  and  electro- 
lyte during  the  first  24  hours,  but  the  same  amount  of 
electrolyte-free  water  (2,000  ml  dextrose/water) 

1.  For  calculating  fluids,  50  per  cent  burn  is  upper  limit 
in  adults,  30  per  cent  in  children. 

2.  Fluids  should  be  calculated  from  the  time  of  the  bum, 
not  the  time  of  hospital  arrival. 


SUMMARY 

Any  deep  second  degree  or  third  degree  burn 
in  the  range  of  15-20  per  cent  body  surface  area 
or  over  should  be  treated  in  a hospital  with 
adequate  facilities  for  patient  care.  If  the  phy- 
sician elects  to  treat  the  patient  in  his  local  hos- 
pital, immediate  treatment  should  include:  (1) 
as  little  sedation  as  possible,  (2)  close  attention 
to  the  patient’s  airway,  (3)  tetanus  prophylaxis, 
(4)  penicillin  systemically,  (5)  local  wound  de- 
bridement, culture  and  topical  antibiotic  applica- 
tion, and  (6)  adequate  IV  fluid  replacement. 
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BURN  TREATMENT  / Turney 

TABLE  II 

“RULE  OF  NINES”  FOR  ESTIMATING 
PERCENTAGE  OF  BODY  SURFACE 
INVOLVED  IN  BURNS 


Per  Cent  of 

Anatomic  Area  Body  Surface 


If  transfer  to  another  hospital  is  elected,  the 
following  are  important:  (1)  avoidance  of  seda- 
tion, if  possible;  (2)  insertion  of  a large  bore 
(preferably  polyethylene)  IV  catheter  for  fluid 
administration  with  R/L  being  the  fluid  of  choice; 
and  (3)  coverage  of  the  wounds  with  loose  sterile 
dressings. 
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Head  9 

Right  upper  extremity  9 

Left  upper  extremity  9 

Right  lower  extremity  18 

Left  lower  extremity  18 

Anterior  trunk 18 

Posterior  trunk  18 

Neck  i 
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THE  TRUE  STORY 

Marriage  is  truly  a 50-50  proposition.  He  makes  50  and  she 
spends  50. 

The  Italians  have  put  a clock  on  the  Leaning  Tower  of  Pisa. 
Reason:  There's  no  use  having  the  inclination  if  you  don’t  have 
the  time. 


DAFFYNITIONS 

A psychiatrist  is  someone  who  doesn't  have  to  worry  as  long  as 
others  do. 

A bachelor  is  a rolling  stone  who  gathers  no  boss. 

— Hawaii  Medical  Journal 
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MEETINGS 


I 


NATIONAL  AND  REGIONAL 

American  Medical  Association,  Annual  Conven- 
tion, June  24-28,  1973,  New  York  City.  Clin- 
ical Convention,  Dec.  1-5,  1973,  Anaheim, 
Calif.  Ernest  B.  Howard,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  111.  60610. 

Southern  Medical  Association,  67  th  Annual 
Scientific  Meeting,  November  12-15,  1973,  San 
Antonio.  SMA,  2601  Highland  Ave.,  Birming- 
ham, Ala.  35205. 

STATE  AND  LOCAL 

Mississippi  Academy  of  Family  Physicians,  An- 
nual Meeting,  July  12-14,  1973,  Biloxi.  Mrs. 
Alyce  Palmore,  Executive  Secretary,  P.O.  Box 
12330,  Jackson  39211. 

Mississippi  State  Medical  Association,  106th  An- 
nual Session,  May  6-9,  1974,  Biloxi.  Charles 
L.  Mathews,  Executive  Secretary,  735  River- 
side Drive,  Jackson  39216. 

Amite-Wilkinson  Counties  Medical  Society,  Third 
Monday,  March,  June,  September,  December. 
James  S.  Poole,  The  Field  Clinic,  Centreville 
39631,  Secretary. 

Central  Medical  Society,  First  Tuesday,  January, 
March,  May,  September,  November,  6:30 
p.m.,  Primos  Northgate  Restaurant,  Jackson. 
Max  Pharr,  B6  Medical  Arts  Building,  1151 
N.  State  St.,  Jackson  39201,  Secretary. 

Claiborne  County  Medical  Society,  1st  Tuesday 
each  month,  6:00  p.m.,  Claiborne  County  Hos- 
pital, Port  Gibson.  D.  M.  Segrest,  P.O.  Box 
147,  Port  Gibson  39150,  Secretary. 

Clarksdale  and  Six  Counties  Medical  Society, 
Third  Wednesday,  April,  and  First  Wednesday, 
November,  2:00  p.m.,  Clarksdale.  Glenn  L. 
Wegener,  1967  Hospital  Drive,  Clarksdale 
38614,  Secretary. 

Coast  Counties  Medical  Society,  First  Wednes- 
day, January,  March,  May,  September  and  No- 
vember. J.  H.  Gaddy,  4502  15th  St.,  Gulfport 
39501,  Secretary. 

Delta  Medical  Society,  Second  Wednesday,  April 
and  October.  Walter  H.  Rose,  122  E.  Baker 
St.,  Indianola  38751,  Secretary. 

DeSoto  County  Medical  Society,  Third  Thursday, 
February  and  August,  1:00  p.m.,  Kenny’s  Res- 


taurant, Hernando.  Malcolm  D.  Baxter,  Jr., 
Baxter  Clinic,  Hernando  38632,  Secretary. 

East  Mississippi  Medical  Society,  First  Tuesday, 
February,  April,  June,  October,  and  December. 
Reginald  P.  White,  East  Mississippi  State  Hos- 
pital, Meridian  39301,  Secretary. 

Adams  County  Medical  Society,  First  Tuesday, 
February,  April,  June,  August,  October,  and 
December,  Eola  Hotel  Roof,  Natchez.  Walter 
T.  Colbert,  Jefferson  Davis  Memorial  Hospital, 
Natchez  39120,  Secretary. 

North  Central  District  Medical  Society,  Third 
Wednesday,  March,  June,  September,  and  De- 
cember. Robert  B.  Townes,  1196  Mound  St., 
Grenada  38901,  Secretary. 

Northeast  Mississippi  Medical  Society,  First 
Thursday,  March,  June,  September,  and  De- 
cember. Jack  A.  Stokes,  207  Holmes  Rd., 
Pontotoc  38863,  Secretary. 

North  Mississippi  Medical  Society,  First  Thurs- 
day, April  and  October.  Cherie  Friedman, 
1004  Jackson  Ave.,  Oxford  38655,  Secretary. 

Pearl  River  County  Medical  Society,  Second 
Monday,  March,  June,  September,  and  Decem- 
ber. J.  C.  Griffing,  Crosby  Memorial  Hospital, 
Picayune  39466,  Secretary. 

Prairie  Medical  Society,  Second  Tuesday,  March, 
June,  September,  and  December.  W.  C.  Welch, 
P.O.  Box  5448,  Mississippi  State  39762,  Sec- 
retary. 

Singing  River  Medical  Society,  Third  Monday, 
January,  March,  May,  July,  September,  and 
November.  Jeff  Hodges,  1365  Market  St.,  Pas- 
cagoula 39567,  Secretary. 

South  Central  Mississippi  Medical  Society,  Sec- 
ond Tuesday,  March,  June,  September,  and 
December.  Julian  T.  Janes,  Jr.,  304  Clark,  Mc- 
Comb  39648,  Secretary. 

South  Mississippi  Medical  Society,  Second  Thurs- 
day, March,  June,  September,  and  December. 
Larry  J.  Hammett,  2601  Mamie  St.,  Hat- 
tiesburg 39401,  Secretary. 

West  Mississippi  Medical  Society,  Second  Tues- 
day, January,  April,  July,  and  October,  6:30 
p.m.,  Magnolia  Motor  Motel,  Vicksburg.  Mar- 
tin E.  Hinman,  The  Street  Clinic,  Vicksburg 
39180,  Secretary. 
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Radiologic  Seminar  CXXVIII: 
Achalasia  of  the  Esophagus  in  an 
Infant-A  Cause  of  Regurgitation,  Weight 

Loss,  and  Dehydration 

B.  L.  SULLIVAN,  M.D. 
Columbus,  Mississippi 


Achalasia  of  the  cardia  is  uncommon  in  in- 
fants. Only  about  five  per  cent  of  all  cases  pre- 
viously recorded  were  in  children.  A review  of 
601  cases  of  achalasia  of  the  esophagus  by  Ozon- 
off  revealed  only  eight  patients  less  than  10  years 
of  age.1 

The  etiology  of  achalasia  is  unknown.  The  un- 
derlying defect  is  thought  by  most  to  be  a de- 
crease or  absence  of  ganglion  cells  of  Auerbach’s 
plexus;  however,  this  finding  is  not  always  pres- 
ent.2 Recent  electron  microscopic  studies  have 
demonstrated  evidence  of  vagus  nerve  degenera- 
tion3 and  decreased  cell  counts  of  the  medullary 
dorsal  motor  nucleus.4  These  findings  suggest  that 
the  primary  lesion  may  be  in  the  vagus  nerve  or 
its  dorsal  motor  nucleus,  and  that  the  esophageal 
changes  are  secondary.4 

Roentgenographically,  marked  dilatation  of  the 
esophagus  is  the  most  striking  characteristic  fea- 
ture. The  dilated  esophagus  usually  contains  re- 
sidual food  and  secretions.  There  is  a complete 
absence  of  peristaltic  activity.  The  cardiac  sphinc- 
ter fails  to  open  in  a normal  manner.  On  fluoro- 
scopic examination,  periodic  ejections  of  a small 
stream  of  barium  mixture  are  indicative  of  its 
spasmodic  nature. 

The  Mecholyl  Test5  is  considered  by  many  to 
be  the  true  diagnostic  test  of  achalasia.  It  is  per- 
formed by  administering  Mecholyl  subcutaneous- 
ly. This  causes  a tetanic  contraction  of  the  distal 
one-half  of  the  esophagus  in  true  achalasia. 

CASE  REPORT 

This  five-month-old  male  infant  was  admitted 
to  the  Aberdeen-Monroe  County  Hospital  on 

Sponsored  by  the  Mississippi  Radiological  Society. 


Feb.  1,  1973,  with  a history  of  regurgitation  and 
difficulty  in  retaining  food  since  birth.  He  ap- 
peared to  have  a good  appetite  and  took  his  feed- 


Figure  1.  Oblique  film  of  the  esophagus  imme- 
diately after  fluoroscopy.  Film  shows  dilatation  of  the 
esophagus  and  tapering  of  the  esophagastric  junc- 
tion, typical  of  achalasia. 


240 


JOURNAL  MSMA 


Figure  2.  Anteroposterior  film  of  the  esophagus 
30  minutes  after  ingestion  of  barium  solution. 
Marked  retention  of  barium  in  the  esophagus  and 
lack  of  peristalsis  is  evident. 


Figure  3.  Anteroposterior  film  of  the  esophagus 
one  hour  after  the  ingestion  of  barium.  Retained 
food  can  be  seen  mixed  with  barium  in  the  superior 
aspect  of  the  barium  column. 


ings  well,  only  to  regurgitate  large  amounts  of  un- 
digested food  immediately  afterward.  The  regurgi- 
tation was  not  projectile  in  nature.  His  weight 
gain  was  poor  and  the  regurgitation  became  pro- 
gressively more  severe.  On  admission,  the  child 
was  dehydrated  and  malnourished.  His  birth 
weight  was  7 pounds,  1514  ounces.  His  weight 
on  admission  was  16  pounds,  2 ounces. 

An  esophagram  study  done  on  Feb.  3,  1973, 
showed  marked  dilatation  of  the  esophagus  with 
a gentle  tapering  of  the  lower  esophagus  at  the 
esophagogastric  junction.  No  peristalsis  could  be 
seen  and  the  cardiac  sphincter  opened  only  after 
the  dilated  esophagus  was  filled  with  barium. 
Emptying  of  the  esophagus  was  poor  and  ap- 
peared to  be  from  hydrostatic  pressure  forcing  the 
cardiac  sphincter  open.  The  diagnosis  of  achalasia 
was  made,  and  on  Feb.  5,  1973,  the  child  was 
transferred  to  a pediatric  surgeon’s  care.  A gas- 
trostomy and  esophageal  dilatations  were  per- 
formed. The  child  is  now  eating  well  and  gaining 
weight.  He  is  being  followed  in  an  out-patient 


clinic  and  receiving  periodic  esophageal  dilata- 
tions. 

SUMMARY 


A rare  case  of  achalasia  of  the  esophagus  in  an 
infant  is  reported.  The  symptoms  of  regurgita- 
tion, dehydration  and  poor  weight  gain  are  prom- 
inent. Etiology  and  diagnostic  features  are  pre- 
sented. *** 

2526  5th  St.  North  (39701) 
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The  President  Speaking 


“Involvement  and  the 
Coming  Times” 

ARTHUR  A.  DERRICK,  JR.,  M.D. 

Durant,  Mississippi 


In  my  remarks  of  acceptance  on  the  coast  at  the  annual  session, 
due  to  my  “premature”  senility  and  an  understandable  bout  of 
acute  neurocirculatory  asthenia,  I forgot  one  phrase  I meant  to  use 
— “in  the  troublous  times  ahead.”  The  many  matters  before  us  do 
indeed  portend  for  us  a rocky  road — the  acceptance  of  such  things 
as  quality  assurance  of  medical  care,  PSRO  and  other  aspects  of 
H.  R.  1,  national  health  insurance,  peer  review,  relicensure — the 
list  seems  endless  and  all  represent  the  thrust  of  federal  legislation 
and  government  regulations.  Deep  down  I think  most  of  us  resent 
the  inference  that  we  are  not  doing  our  job  properly.  And,  indeed, 
we  all  know  that  the  vast  majority  of  us  are  sincere  and  conscien- 
tious practitioners,  but  we  must  face  up  to  the  fact  that  our  image 
has  changed  in  the  public’s  mind.  No  longer,  I fear,  do  they  see  us 
as  the  gentle  and  devoted  man  pictured  by  Sir  Luke  Fildes,  but  as 
“providers”  of  health  care  to  “consumers”  of  our  services.  If  you 
saw  the  television  program  “What  Price  Health,”  you  must  realize 
that  times  have  indeed  changed.  After  a long  and  trying  day,  it 
becomes  only  too  easy  to  succumb  to  the  streak  of  paranoia  that 
is  in  all  of  us,  and  remain  sequestered  in  the  locule  of  self-imposed 
isolation  of  our  own  personal  practices — hoping  for  the  best,  as- 
suming that  someone  will  fight  our  battles  for  us. 

Here  the  cliches  come  fast  and  furious — “United,  we  stand.  Di- 
vided, we  fall”;  “In  unity  there  is  strength,”  etc.,  etc.  The  horrible 
part  is  that  they  are  so  true!  We  must  bring  organized  medicine 
back  together  again.  Webster  defines  an  association  as  an  organi- 
zation of  persons  having  some  common  purpose  or  common  in- 
terest. To  state  our  purpose  and  demonstrate  our  interest,  all  of 
us  should  become  involved,  deeply  involved,  for,  to  quote  Hip- 
pocrates, we  are  “disciples  bound  by  a stipulation  and  oath,  ac- 
cording to  the  law  of  medicine.”  *** 
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Mississippi  Medical  Alumni 
Emigration  Study  Reported 


In  1964,  the  Office  of  Alumni  Activities  con- 
ducted a study  to  determine  trends  and  reason- 
ings of  medical  alumni  who  attended  The  Univer- 
sity of  Mississippi  School  of  Medicine,  but  who 
chose  to  reside  and  practice  outside  Mississippi. 

In  that  report,  the  gist  of  the  story  was  that  56 
per  cent  of  our  medical  alumni  before  1955  were 
living  outside  Mississippi.  Further,  the  statistics 
showed  a chronologically  downward  accelerated 
curve  in  regard  to  losing  our  medical  alumni  to 
other  regions.  The  reasons  given  for  choosing  to 
live  elsewhere  were:  (1)  returning  to  original 
home;  (2)  marital  influences;  (3)  the  influence 
of  locale  where  medical  school,  internship,  and 
specialty  training  was  accomplished;  (4)  econom- 
ical demands  of  the  times;  and  (5)  armed  service 
locale  stimulations.  This  study  was  derived  from 
questionnaires  received  from  medical  alumni  in 
the  class  period  1904-1954. 

This  time  the  questionnaire  period  was  extend- 
ed through  the  class  of  1965,  stopping  with  this 
class  since  it  takes  about  seven  or  eight  years  to 
complete  service  obligations  and  specialized  train- 
ing efforts. 

Basically,  the  same  questionnaire  was  used  as 
before,  and  this  was  sent  with  a cover  letter  to  all 
out-of-state  medical  alumni.  The  mailing  went  out 
on  Aug.  18,  1972,  and  Oct.  15,  1972,  was  the 
ending  date  for  compilation  purposes. 

Two  hundred  and  thirty-eight  total  responses 
were  received  prior  to  Oct.  15,  of  which  74  were 
from  four-year  graduates  and  164  from  two-year 
alumni.  The  number  of  potential  classes  to  1965 
which  had  out-of-state  members  totalled  52.  The 
number  of  classes  represented  by  responses  was 
50.  Thus,  there  was  good  coverage  up  and  down 


the  line  of  classes.  In  the  class  years  covered, 
49.8  per  cent  were  living  in  the  state  of  Mississip- 
pi and  50.2  per  cent  lived  outside  Mississippi. 

Eighty-six  per  cent  of  the  respondents  reported 
that  Mississippi  was  their  original  home  state. 
And,  of  the  total  respondents,  93  per  cent  indicat- 
ed that  they  were  married,  and  of  those  married, 
35  per  cent  married  Mississippi  born  spouses. 
Therefore,  a good  majority  of  married  out-of- 
state  members  within  the  time  limit  1909-1965 
took  mates  from  locales  other  than  Mississippi. 
But  even  then,  only  27  per  cent  live  in  the  home 
state  of  their  spouse. 

Although  14  per  cent  of  the  respondents  who 
graduated  from  the  School  of  Medicine  came 
from  some  other  state  or  area,  only  26  per  cent 
returned  home.  So,  it  would  appear  that  their 
home  state  did  not  fare  too  well  in  attracting  back 
the  departed  physician. 

The  average  length  of  stay  in  the  current  state 
of  those  returning  questionnaires  was  14.6  years. 
Of  course,  this  figure  shows  the  extremes  of  the 
early  classes  as  well  as  the  more  recent  ones. 

Since  the  two-year  graduate  was  forced  to  leave 
Mississippi  to  complete  his  requirements  for  the 
medical  doctor  degree  (except  the  class  of  1955), 
23  per  cent  chose  to  remain  in  the  same  state 
where  their  remaining  two  clinical  years  were 
completed. 

A more  significant  statistic,  however,  shows  that 
83  per  cent  of  all  responding  took  specialty  train- 
ing, and  of  this  figure,  48  per  cent  still  live  where 
they  were  involved  in  this  residency  instruction. 
Necessarily,  the  majority  of  specialists  did  not 
stay  in  the  state  where  they  received  this  training. 
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EDITORIALS  / Continued 

but  they,  on  the  other  hand,  did  not  return  to 
Mississippi  either. 

Interestingly,  many  of  those  physicians  re- 
sponding gave  Mississippi  a good  effort  since  32 
per  cent  stated  that  they  had  engaged  themselves 
in  the  private  practice  of  medicine  in  Mississippi, 
but  for  one  reason  or  the  other  left  again.  It 
seems  that  for  those  who  did  come  back  to  Mis- 
sissippi for  a period  of  private  practice,  a little 
less  than  five  years  went  by  on  the  average  before 
they  sought  other  domiciles. 

Of  more  recent  interest  regarding  graduates  of 
the  four-year  school  during  the  period  from  1957- 
1965,  57  per  cent  of  the  number  as  of  Oct.  15, 
1972,  showed  residence  in  Mississippi.  Further, 
of  the  out-of-state  four-year  people  responding, 
84  per  cent  had  taken  specialty  training  with  74 
per  cent  of  this  group  having  accomplished  this 
outside  Mississippi  and  for  some  reason  chose  to 
stay  outside  Mississippi. 

In  summary  then,  it  seems  that  from  our  1964 
study  when  56  per  cent  of  our  medical  alumni  to 
1955  were  living  outside  Mississippi,  an  improve- 
ment has  been  shown  to  a 50.2  per  cent  level  of 
attrition.  And  to  repeat,  when  looking  at  the  four- 
year  group  alone,  the  out-of-state  percentage  falls 
to  43  per  cent.  The  trend  “appears”  to  indicate 
that  more  and  more  of  the  younger  graduates  are 
remaining,  or,  at  least,  returning  to  Mississippi. 

Statistically  speaking,  it  seems  that  having  the 
opportunity  to  train  in  a medical  center  such  as 
now  exists  in  The  University  of  Mississippi  will 
continue  to  keep  physicians  in  Mississippi.  Be- 
fore, leaving  the  state  for  specialty  training  seemed 
to  stimulate  remaining  out-of-state. 

And  as  a sidelight,  the  physicians  who  are  un- 
married taking  specialty  training  in  Mississippi, 
rather  than  being  forced  to  go  without  the  state, 
seem  to  have  more  of  an  opportunity  to  meet 
Mississippi  spouses  with  the  concomitant  stimula- 
tion to  remain  at  home. 

Of  the  total  responses  received,  30  per  cent  in- 
dicated that  economics  of  one  type  or  another  in- 
fluenced their  decision  to  reside  out  of  Mississip- 
pi. This  feature  occurred  primarily  in  the  classes 
up  until  1960,  for  after  that  economics  was  very 
seldom  mentioned.  Depression  years  and  pre- 
Medical  Center  years  seemed  to  encourage  more 
financial  remarks  than  after  the  development  of 
the  Jackson  campus.  Many  indicated  that  at  the 
time  of  their  eligibility  for  practice,  no  suitable 
offer  was  forthcoming  or  the  need  for  their  spe- 
cialty did  not  exist. 


Another  point  of  influence  was  mentioned  in 
several  of  the  responses  from  those  physicians  of 
an  age  to  have  children  of  school  age.  These  com- 
ments pointed  to  the  social  and  political  changes 
experienced  during  the  60’s,  primarily  the  public 
school  problems. 

And  the  overriding  issue  seemed  to  be  the  lack 
of  a medical  center  for  the  state  prior  to  1955, 
which  encouraged  many  medical  alumni  to  depart 
the  state  for  those  metropolitan  areas  of  the  Unit- 
ed States  which  could  support  specialty  work  in 
a manner  more  superior  than  pre-Medical  Center 
Mississippi. 

C.  W.  Price 
Alumni  Secretary 
University  Medical  Center 

AMA  Rules  on  M.D. 
Name  in  Advertising 

At  its  recent  meeting  in  Washington,  D.  C.,  the 
AMA  Judicial  Council  adopted  the  following  re- 
affirmation of  an  existing  opinion  and  asked  that 
the  reaffirmation  be  widely  publicized. 

From  time  to  time  in  the  past  physicians  have 
permitted  the  use  of  their  names  in  commercial 
advertisements.  It  was  not  a widespread,  frequent 
or  accepted  practice. 

At  this  time  the  Judicial  Council  sees  definite 
evidence  of  a break  with  ethical  tradition.  Com- 
mercial advertisement  carrying  the  name,  photo- 
graph and  professional  appointments  of  phy- 
sicians are  conspicuous  in  both  public  and  pro- 
fessional periodicals. 

Regardless  of  disclaimers  and  alleged  educa- 
tional claims  for  the  ad,  the  intent  of  using  a phy- 
sician’s name  and  photograph  in  an  advertisement 
is  simply  to  draw  attention  to  the  ad.  The  phy- 
sician who  permits  his  name  and  photograph  to 
be  so  used  is  permitting  himself  and  his  profes- 
sion to  be  exploited. 

The  Judicial  Council  has  previously  stated  that 
it  is  demeaning  to  the  medical  profession  for  the 
physician  to  permit  the  use  of  his  name  and  pro- 
fessional status  in  the  promotion  of  commercial 
enterprises.  Out  of  respect  for  his  profession,  a 
physician  should  not  allow  his  name  or  the  pres- 
tige of  his  professional  status  as  a physician  to 
be  used  in  the  promotion  of  commercial  enter- 
prises. 

To  the  extent  that  the  facts  of  a particular  case 
indicate  that  the  honor  and  dignity  of  the  profes- 
sion are  denigrated  then  charges  of  conduct  con- 
trary to  Section  4 of  the  Principles  of  Medical 
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Ethics  should  be  brought  before  and  fully  re- 
viewed by  the  ethics  committee  of  the  physician’s 
component  medical  society. 

Circumstances  will  suggest  and  facts  disclose 
whether  some  consideration  of  value  was  given 
the  physician  for  the  use  of  his  name  and  photo- 
graph by  the  advertiser.  Circumstances  will  in- 
dicate the  purpose  of  the  advertisement. 

In  view  of  the  proliferation  of  advertising  of 
this  nature,  the  Judicial  Council  reaffirms  its 
opinion: 

It  is  demeaning  to  the  medical  profession  for  a 
physician  to  permit  the  use  of  his  name  and 
professional  status  in  the  promotion  of  com- 
mercial enterprises.  A physician  may  freely  en- 
gage in  business  ventures  outside  the  practice 
of  medicine.  However,  out  of  respect  for  his 
profession,  he  should  not  allow  his  name  or 
the  prestige  of  his  professional  status  as  a phy- 
sician to  be  used  in  the  promotion  of  com- 
mercial enterprises. 

In  conclusion,  the  council  condemns  as  uneth- 
ical the  action  of  the  physician  who  is  found  to 
place  personal,  selfish,  financial,  or  venal  interests 
ahead  of  the  high  ideals  of  the  medical  profes- 
sion. The  council  wishes  to  call  this  reaffirma- 
tion of  its  opinion  to  the  attention  of  all  physicians 
and  to  all  ethical  medical  publications. — Adopted 
by  the  AMA  Judicial  Council,  April  28,  1973. 


“I  think  he’s  well  enough  to  go  home.” 


Physicians,  Schools 
Conference  Set 


The  14th  National  Conference  on  Physicians, 
Schools,  and  Communities  is  being  held  Oct.  4-5, 
1973,  at  the  LaSalle  Hotel  in  Chicago.  The  theme 
of  the  meeting  is  “Improving  the  Quality  of  Life: 
The  Impact  of  Schools.” 

The  quality  of  life  is  determined  by  many  com- 
plex societal  forces.  Only  through  synergistic  ac- 
tion can  institutions,  professions,  and  individuals 
influence  societal  forces  enough  to  significantly 
improve  the  quality  of  life. 

The  purpose  of  this  conference  is  to  make  per- 
sons aware  of  the  profound  influence  of  the 
schools.  It  is  designed  to  help  persons  related  to 
schools  recognize  the  positive  and  negative  in- 
fluences of  today’s  schools  and  to  examine  ways 
in  which  positive  influences  can  be  reinforced, 
strengthened,  expanded,  and  enhanced. 

The  conference  format  will  include  audience 
participation,  practical  demonstrations,  role  play- 
ing, speakers,  and  discussions.  The  activities  will 
focus  on  school  health  services,  health  instruc- 
tion, and  community  relationships,  administra- 
tion, and  environment. 


Allen,  Clyde  R.,  Laurel.  Born  Clarksdale, 
Miss.,  Nov.  21,  1941;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  Miss.,  1966; 
interned  Memorial  Hospital,  Savannah,  Ga.,  one 
year;  residency  in  radiology,  1969-1972,  same; 
elected  by  South  Mississippi  Medical  Society. 

Ellis,  Bert  H.,  Meridian.  Born  Ludlow,  Ky., 
Jan.  1,  1916;  M.D.,  University  of  Louisville 
School  of  Medicine,  Louisville,  Ky.,  1943;  in- 
terned St.  Elizabeth  Hospital,  Covington,  Ky.,  one 
year;  surgery  residency,  Louisville,  Ky.,  V.A. 
Hospital,  1945-47;  anesthesiology  residency, 
Louisville  General  Hospital,  Louisville,  Ky., 
1954-56;  elected  by  East  Mississippi  Medical  So- 
ciety. 

Pittman,  James  A.,  Laurel.  Born  Tylertown, 
Miss.,  Aug.  17,  1936;  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  La.,  1962;  in- 
terned Southern  Pacific  General  Hospital,  San 
Francisco,  Calif.,  one  year;  surgery  residency, 
same,  1963-67;  elected  by  South  Mississippi  Med- 
ical Society. 
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Medico-Legal  Briefs 

Beginning  this  month,  the  Journal  MSMA 
will  feature  a recent  court  decision  or  legal  article 
of  interest  to  medicine. 

SURGEON  EXPELLED  BY  AMERICAN 
COLLEGE  OF  SURGEONS 

A surgeon  who  was  expelled  from  the  Ameri- 
can College  of  Surgeons  for  engaging  in  surgical 
procedures  that  did  not  conform  with  accepted 
standard  practices  was  held  by  a federal  appellate 
court  to  have  been  afforded  adequate  due  process. 

The  surgeon,  who  was  in  his  sixties,  became 
a Fellow  in  the  College  in  1940  and  remained  a 
member  in  good  standing  until  1971.  In  March, 
1969,  because  of  questions  by  a hospital  medical 
staff  concerning  the  surgeon's  treatment  of  pa- 
tients, the  hospital  executive  committee  tempo- 
rarily suspended  his  surgical  privileges  and  initiat- 
ed a review  of  certain  procedures. 

On  determination  that  his  care  of  patients  was 
inadequate,  the  hospital  credentials  and  executive 
committees  entered  into  a voluntary  agreement 
with  the  surgeon,  limiting  his  practice  to  general 
surgery  and  requiring  him  to  have  a board-certi- 
fied surgeon  assist  in  all  major  operations  and 
postoperative  care. 

In  April,  1970,  the  hospital  staff  voted  to  al- 
low the  surgeon  to  continue  restricted  practice  of 
surgery  at  the  hospital  but  requested  that  the  Col- 
lege investigate  his  conduct.  In  August,  1970,  a 
committee  from  the  college  met  with  the  hospital 
credentials  committee,  the  president  of  the  medi- 
cal staff,  the  hospital  administrator,  and  the  sur- 
geon. 

An  investigation  was  made  after  the  meeting, 
and  the  committee  found  that  curtailment  of  the 
surgeon’s  practice  was  justified.  The  committee 
recommended  that  the  surgeon  be  censured  by  the 
Regents  of  the  College  for  failing  to  live  up  to  his 
agreement  with  the  credentials  and  executive 
committees. 

The  College  decided  to  initiate  a formal  ex- 
amination of  the  surgeon’s  professional  conduct, 
giving  him  written  notice  of  a hearing.  The  sur- 
geon attended  the  hearing  without  legal  counsel 
and  voluntarily  discussed  with  members  of  the 
Central  Judiciary  Committee  each  of  the  cases 
enumerated  on  the  notice,  plus  two  cases  not 
specified. 

The  surgeon  admitted  engaging  in  surgical  pro- 
cedures that  did  not  conform  with  accepted  stan- 
dard practices.  During  a period  of  two  years  he 
had  performed  a radical  mastectomy  without  a 
prior  biopsy,  after  which  examination  revealed 


no  cancer;  performed  a total  hysterectomy,  bi- 
lateral salpo-oophorectomy,  and  appendectomy 
on  the  basis  of  a Type  III  Pap  smear  without  pri- 
or biopsy;  performed  a simple  mastectomy  in  the 
outpatient  department  on  a 91 -year-old  woman 
who  subsequently  required  hospitalization;  or- 
dered only  one  series  of  tests  for  a patient  after 
an  operation  for  carcinoma  of  the  colon  when 
daily  tests  should  have  been  requested,  after 
which  the  patient  died;  and  failed  to  arrange  ade- 
quate postoperative  care  for  a patient  who  under- 
went a cholecystectomy  and  who  was  readmitted 
because  of  generalized  peritonitis  and  later  trans- 
ferred to  another  hospital  for  repair  of  a surgical- 
ly severed  common  bile  duct. 

The  Committee  permitted  the  surgeon  to  offer 
explanation  of  his  professional  procedures.  At  the 
conclusion  of  the  hearing,  the  Committee  voted 
to  recommend  to  the  Board  of  Regents  of  the 
College  that  the  surgeon  be  offered  the  choice  of 
resigning  his  fellowship  or  facing  formal  expul- 
sion. 

He  was  notified  that  he  had  the  right  to  appear 
before  the  Board  of  Regents  to  state  his  objec- 
tions to  the  Committee’s  recommendation.  He  ap- 
peared, accompanied  by  legal  counsel  but,  in- 
stead of  objecting  to  the  procedures  used  in  con- 
ducting the  investigation  and  hearings,  he  ap- 
pealed to  the  Board  for  a less  severe  sanction 
than  expulsion  from  the  College. 

The  Board  rejected  the  surgeon’s  plea  for 
clemency.  He  was  notified  in  writing  that  he  could 
either  resign  or  face  formal  expulsion.  The  notice 
detailed  the  grounds  for  the  decision,  referring  to 
the  surgeon’s  handling  of  the  five  specified  cases 
and  to  his  failure  to  arrange  for  adequate  cover- 
age for  seriously  ill  patients  during  his  absence. 

The  surgeon  sought  relief  from  the  court,  which 
denied  his  motion  and  granted  the  College’s  mo- 
tion for  summary  judgment.  The  court  held  that 
it  did  not  have  power  to  interfere  with  expulsion 
of  a member  of  a private,  voluntary  association 
when  such  expulsion  complied  with  procedures 
established  by  the  association’s  bylaws  and  arti- 
cles of  incorporation. 

The  surgeon  appealed,  contending  that  the  trial 
court  erred  in  its  findings  and  that  rudimentary 
due  process  principles  governed  expulsion  from 
private  associations  where  such  expulsion  im- 
paired the  member’s  ability  to  pursue  his  liveli- 
hood. The  court  agreed  that  expulsion  impaired, 
if  it  did  not  destroy,  the  surgeon’s  ability  to  pur- 
sue his  profession.  Most  of  the  hospitals  with 
which  he  was  affiliated  required  membership  in 
either  the  College  or  the  Board  of  Surgeons  (of 
which  he  was  not  a member). 
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However,  the  court  found  it  unnecessary  to 
reach  the  question  of  rudimentary  due  process, 
holding  that  it  was  apparent  from  the  record  that 
such  protection  was  afforded  to  the  surgeon.  He 
was  given  adequate  notice  of  the  investigation 
and,  since  he  entered  into  a voluntary  agreement 
with  the  hospital  medical  staff  to  restrict  his  sur- 
gical practice,  could  be  assumed  to  have  been 
aware  of  the  reasons  for  the  inquiry,  the  court 
said. 

The  surgeon  was  given  ample  opportunity  to 
present  a defense  to  factual  allegations  at  the 
hearings.  Although  the  surgeon  contended  that 
he  was  denied  an  opportunity  to  confront  and 
cross-examine  his  accusers,  the  court  pointed  out 
that  the  accusing  witnesses  were  not  members  of 
the  hospital  or  the  College  but  were  the  medical 
records.  Although  the  surgeon  had  the  full  right 
of  confrontation  and  explanation  regarding  the 
records,  the  court  said,  he  did  not  deny  their  ac- 
curacy. Finding  that  the  surgeon  was  afforded 
adequate  due  process,  the  court  affirmed  the 
judgment  of  the  lower  court. — Duby  v.  American 
College  of  Surgeons,  468  F.2d  364  (C.A.7,  Oct. 
11,  1972) — Reprinted  from  The  Citation,  vol. 
26,  no.  1 1,  p.  172. 


Clements,  Kenneth  Melvin  (F-NL),  Gulf- 
port. M.D.,  University  College  of  Medicine,  Rich- 
mond, Va.,  1953;  interned  one  year.  Riverside 
Hospital,  Newport  News,  Va.;  psychiatry  residen- 
cy, same  hospital,  one  year,  1954-55;  psychiatry 
residency,  Virginia  Hospital,  Gulfport,  Miss., 
1959-1962;  died  April  19,  1973,  age  46. 

Moe,  Chester  Charles,  Richton.  M.D., 
The  Hahnemann  Medical  College  and  Hos- 
pital, Chicago,  111.,  1909;  interned  same,  one 
year;  Emeritus  member  of  MSMA  & AM  A;  mem- 
ber of  Fifty  Year  Club  MSMA;  member  of  South 
Mississippi  Medical  Society;  died  April  6,  1973, 
age  88. 

Ratliff,  David  A.,  Columbia.  M.D.,  Col- 
lege  of  Medicine  and  Surgery,  Chicago,  111., 
1909;  Emeritus  member  of  MSMA  & AMA; 
member  of  Fifty  Year  Club  MSMA;  member  of 
South  Mississippi  Medical  Society;  died  Feb.  27, 
1973,  age  88. 


Yeates,  Namo,  Lula.  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  La.,  1910; 
died  April  15,  1973,  age  90. 


Sirs:  I am  editing  a book  on  renowned  and 
notable  physicians  and  their  faith. 

I am  interested  in  obtaining  contributors  who 
have  a special  knowledge  of  the  faith  and/or  re- 
ligion of  one  or  more  notable  and  outstanding 
physicians.  I am  considering  such  physicians  as 
Sir  William  Osier,  and  Sir  William  Fleming;  how- 
ever, the  notable  physicians  could  still  be  alive. 

Anyone  interested  in  this  project  or  who  would 
suggest  renowned  physicians  to  write  about  may 
contact  me  at  the  following  address: 

Claude  A.  Frazier,  M.D. 
4-C  Doctor’s  Park 
Asheville,  NC  28801. 


Jackson  Center  Sponsors 
Resources  Exchange 

“Parade  of  Resources”  is  a new  idea  in  com- 
munications at  the  Jackson  Mental  Health  Cen- 
ter. On  the  first  Tuesday  of  each  month,  repre- 
sentatives of  various  service  agencies  are  report- 
ing on  the  work  of  their  respective  organizations. 

Jayne  Smith,  coordinator  of  information  and 
referral  services  at  the  Jackson  center,  describes 
the  format  as  “a  community  awareness  series  to 
better  acquaint  the  community  with  its  various 
help  organizations — resources  available  to  chil- 
dren, youth,  adults,  elderly,  disadvantaged,  agen- 
cies on  alcohol,  drugs,  emergencies.  . . .” 

Mrs.  Smith  invites  anyone  in  the  community — 
professional  and  general  public — “to  meet  with 
us”  on  each  first  Tuesday  at  10  a.m.  in  the  Jack- 
son  Mental  Health  Center  in  the  St.  Dominic- 
Jackson  Health  Services  complex.  She  said  over 
200  organizations  have  been  invited  to  describe 
their  services. 
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Because  you 
practice 

medicine  in  the 
Magnolia  State... 


ifou  carry  one  of  the  heaviest 
patient  loads  in  the  country. 

Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 

Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
1 known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion  or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 

■w-  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  InC. 

Nutley,  New  Jersey  07110 


Araceli  Alvarez  and  Vicente  Luciano,  both 
from  the  Philippines,  have  joined  the  staff  of  the 
North  Sunflower  County  Hospital.  Dr.  Alvarez 
is  an  anesthesiologist  and  Dr.  Luciano  is  a ra- 
diologist. 


dent  health  services  at  the  University  of  Idaho, 
effective  July  1. 

Percy  Howell  of  Meridian  and  the  staff  of  the 
East  Mississippi  State  Hospital  has  announced  his 
retirement  from  practice. 

M.  Beckett  Howorth  of  Oxford  was  guest 
speaker  at  the  kickoff  breakfast  for  Grenada 
County  Cancer  Society  workers  held  recently  in 
Grenada. 


David  A.  Ball  has  associated  with  the  Passman 
and  Taylor  Orthopedic  Clinic,  P.A.  for  the  prac- 
tice of  orthopedic  surgery  at  100  Trace  Town  in 
Natchez. 


Michael  E.  Jabaley  of  Jackson  and  the  Univer- 
sity Medical  Center  has  been  elected  an  active 
member  of  the  American  Society  for  Surgery  of 
the  Hand. 


Frank  J.  Baird  and  A.  Robert  Dill  of  Colum- 
bus announce  the  removal  of  their  offices  from 
1001  Main  Street  to  425  Hospital  Drive. 

A.  V.  Beacham  of  Magnolia  is  serving  as  chair- 
man of  the  Health  Facilities  Committee  of  the 
Southwest  Mississippi  Health  Planning  Council. 

Richard  L.  Blount  of  Jackson  gave  a paper  at 
the  third  biennial  Cataract  Surgical  Congress  in 
Miami. 

Guy  Campbell  of  Jackson  is  serving  as  a nation- 
al board  member  of  the  American  Lung  Associa- 
tion. 

Jack  Q.  Causey  of  Centreville  has  been  elected 
to  Fellowship  in  the  American  College  of  Physi- 
cians. 

David  B.  Dale  of  Prentiss  announces  that  he  has 
accepted  a position  with  the  Mississippi  Baptist 
Hospital  in  Jackson  beginning  July  1. 

Arthur  A.  Derrick,  Jr.,  of  Durant  was  award- 
ed a gift  at  the  annual  athletic  banquet  by  the 
Holmes  Junior  College  athletic  director  for  his 
service  as  team  physician. 

Carl  Evers  and  George  V.  Smith  of  Jackson 
and  the  University  Medical  Center  are  serving  as 
volunteers  of  the  Hinds  County  Unit  of  the  Amer- 
ican Cancer  Society.  As  physician  volunteers,  they 
present  lifesaving  information  about  cancer  to 
clubs  and  organizations  of  the  county. 

Lyne  S.  Gamble  and  Ben  F.  Hand  of  Green- 
ville received  certificates  of  appreciation  from  the 
state  director’s  office  of  the  Selective  Service  Of- 
fice in  Jackson.  Drs.  Gamble  and  Hand  have 
served  as  medical  advisors  to  the  Washington 
County  Local  Board  No.  82  since  1948. 

William  N.  Henderson,  student  health  physi- 
cian at  the  University  of  Southern  Mississippi  at 
Hattiesburg,  has  been  appointed  director  of  stu- 


John C.  Longest  of  Starkville  received  the  Ser- 
vice Award  at  the  annual  Faculty  Awards  Dinner 
sponsored  by  the  MSU  Alumni  Association.  Dr. 
Longest  serves  as  director  of  the  Student  Health 
Service  and  has  personally  organized  the  MSU 
Patrons  of  Excellence  Program. 

C.  Foster  Lowe  of  McComb  was  recently  elect- 
ed chairman  of  the  Southwest  Mississippi  Health 
Planning  Council. 

Ronald  R.  Lubritz  and  Vincent  J.  Derves  of 
Hattiesburg  announce  the  relocation  of  their  of- 
fices to  6 Medical  Boulevard. 

Edwin  M.  Meek  announces  the  opening  of  his 
office  for  the  practice  of  obstetrics  and  gynecolo- 
gy at  204  Eighth  Street  in  Greenwood. 

John  A.  Murfee  of  Columbus  announces  the  re- 
moval of  his  office  to  425  Hospital  Drive. 

Thomas  L.  Purvis,  Jr.,  of  Natchez  was  installed 
as  a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  at  its  21st  annual  meet- 
ing in  Miami  Beach. 

Gilbert  O.  Spencer  of  Columbus  announces 
the  removal  of  his  office  from  501  7th  Street 
North  to  425  Hospital  Drive. 

Shelby  Smith  of  McComb  was  a guest  speaker 
at  a Cystic  Fibrosis  Workshop  held  at  Southwest 
Mississippi  Junior  College.  Dr.  Smith  is  a pedi- 
atrician. 

Henry  Thiede  of  Jackson  and  the  University 
Medical  Center  met  with  the  Southern  Perinatal 
Association  steering  committee  in  Memphis. 

W.  Lamar  Weems  of  Jackson  and  the  Univer- 
sity Medical  Center  participated  in  sessions  of  the 
Southeastern  Section  of  the  American  Urological 
Association  in  West  Palm  Beach. 

David  B.  Wilson  of  Jackson  and  UMC  spoke  to 
the  Oxford  Rotary  Club  in  April. 


250 


JOURNAL  MSMA 


Book  Reviews 

Australia  Antigen  and  Hepatitis.  By  B.  S. 
Blumberg,  A.  I.  Sutnick,  W.  T.  London,  and 
I.  Millman.  74  pages  with  illustrations.  Cleveland, 
Ohio:  The  Chemical  Rubber  Co.  Press,  1972. 
$12.50. 

The  authors  state  in  their  introduction  that  this 
bound  publication  is  essentially  the  same  work 
previously  published  in  CRC,  Critical  Reviews 
in  Clinical  Laboratory  Sciences,  and  includes  a 
review  of  everything  published  on  Australia  anti- 
gen up  to  July,  1970.  The  monograph  covers  such 
topics  as  methods  of  detection,  geographic  and 
genetic  characteristics,  association  of  AuAgn 
(Australia  Antigen)  with  the  various  hepatitises 
and  other  diseases,  immune  mechanisms,  physical 
and  chemical  properties,  and  the  related  antibody. 
There  is  an  excellent  bibliography  and  a supple- 
mental bibliography  bringing  the  references  listed 
up  through  1971. 

With  as  much  done  and  published  on  AuAgn 
from  July,  1970,  until  the  present  time,  the  cur- 
rent usefulness  of  this  monograph  is  questionable. 
They  state  that  AuAgn  is  associated  with  “infec- 
tious” (type  A,  short-incubation)  hepatitis  as  well 
as  “serum”  (type  B,  long-incubation)  hepatitis, 
and  this  is  currently  not  felt  to  be  the  case.  Their 
preferred  method  of  detection  is  the  agar  gel  dif- 
fusion rather  than  counterelectrophoresis  or  ra- 
dioimmunoassay, which  are  currently  felt  to  be 
superior  methods.  Because  of  the  outdated  views 
(since  no  knowledge  amassed  after  mid- 1970  is 
utilized),  in  a field  with  rapidly  accumulating  in- 
formation and  changing  concepts,  this  monograph 
cannot  be  of  much  practical  value  to  the  practic- 
ing physician  of  1973. 

William  M.  McKell,  M.D.,  Jackson,  Miss. 

Acta  Europaea  Fertilitatis.  Edited  by  J.  Botella 
Llusia,  F.  Marchesi,  R.  Palmer,  and  G.  I.  M. 
Swyer.  Vol.  3,  Nos.  1 and  2.  Padova,  Italy:  Piccin 
Medical  Books,  1972. 

Acta  Europaea  Fertilitatis  is  a quarterly  journal 
published  in  Italy  with  an  international  European 
list  of  editors  and  editorial  board. 

As  the  title  would  imply,  the  articles  are  mainly 
related  to  problems  of  fertility.  The  journal  is  most 


analogous  to  the  official  journal  of  the  American 
Fertility  Society  Fertility  and  Sterility. 

The  articles  published  are  primarily  either  short 
reviews  with  appended  animal  experimentation  re- 
sults or  clinical  series  related  to  infertility  and 
fertility  problems. 

There  are  no  isolated  case  reports  in  either 
journal  submitted. 

The  journal  would  be  of  most  interest  to  the 
academician  working  in  infertility  or  sterility.  It 
would  not,  in  general,  be  of  interest  to  the  clinical 
generalist  or  practicing  obstetrician  and  gynecolo- 
gist. 

Donald  M.  Sherline,  M.D. 

Jackson,  Miss. 

Psychiatrist-Neurologist 
Joins  Oxford  Center 

Dr.  Joseph  Tramontana,  director  of  the  Re- 
gion II  Mental  Health  and  Retardation  Center, 
which  serves  Calhoun,  DeSoto,  Lafayette,  Mar- 
shall, Panola,  Tate,  and  Yalobusha  counties,  has 
announced  that  Dr.  Charles  H.  Hubbert  has  ac- 
cepted the  position  of  Chief  of  Medical  Services. 

Dr.  Hubbert,  who  is  34  years  old,  was  born  in 
Lambert,  Miss.  He  received  his  B.S.  degree  in 
1960  from  the  University  of  Mississippi  and  his 
M.D.  in  1963  from  the  University  of  Mississippi 
School  of  Medicine. 

Following  a 12  month  internship  at  Baptist 
Hospital  in  Memphis,  he  did  the  following  resi- 
dencies: psychiatry — University  of  Tennessee, 

Memphis,  3 years;  internal  medicine — Baptist 
Hospital,  2 years;  and  neurology — Baptist  Hos- 
pital, 2 years.  Dr.  Hubbert  practiced  psychiatry 
for  one  year  at  the  Clarksdale.  Mississippi,  Men- 
tal Health  Clinic  (1968-1969)  and  is  presently 
assistant  professor  of  psychiatry  and  neurology. 
University  of  Tennessee  Medical  Units,  Memphis. 

Since  last  October,  Dr.  Hubbert  has  worked 
as  a psychiatric  consultant  for  the  Region  2 cen- 
ter one  day  a week.  Beginning  in  July,  he  will 
consult  two  days  a week,  and  he  will  move  to  Ox- 
ford and  take  on  his  new  position  on  Oct.  1, 
1973.  Effective  on  that  date.  Dr.  Hubbert  will 
work  for  the  center  three  days  a week  but  will  be 
available  for  hospital  admissions  and  emergency 
services  on  a full-time  basis. 
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Diphtheria  Is  Still 
a Threat 

Diphtheria  is  still  a dangerous  threat  to  large 
groups  of  American  children  who  have  not  been 
fully  immunized,  says  a report  in  the  Journal  of 
the  American  Medical  Association. 

Reporting  on  a statistical  study  of  a diphtheria 
epidemic  in  San  Antonio,  Tex.,  a research  team 
from  the  Federal  Center  for  Disease  Control,  At- 
lanta, Ga.,  declared: 

“Forty-seven  years  after  the  introduction  of 
diphtheria  toxoid,  significant  segments  of  the 
United  States  population  are  still  not  immunized 
against  diphtheria.  Until  diphtheria  toxoid  im- 
munization can  be  made  truly  ‘routine'  for  all 
segments  of  the  population,  it  is  likely  that  spo- 
radic large  outbreaks  of  diphtheria  will  continue 
to  occur.” 

Lack  of  immunization  is  most  common  among 
the  minority  groups  and  among  those  in  lower 
socioeconomic  groups,  the  survey  reports. 

In  1970,  195  cases  were  reported  in  San  An- 


tonio. Rates  were  highest  for  children  5 to  14 
years  old.  The  rate  for  blacks  and  Chicanos  was 
12.5  times  as  high  as  that  for  Anglos.  The  inci- 
dence for  the  upper  25  per  cent  of  the  population 
by  socioeconomic  status  was  5.6  cases  per  100,- 
000;  for  the  lower  25  per  cent  it  was  62  cases  per 
100,000. 

Once  the  epidemic  breaks  out,  it  is  too  late  to 
begin  a crash  vaccination  program,  the  research- 
ers found. 

“Mass  immunization  programs  conducted  at 
the  peak  of  the  epidemic  were  not  associated  with 
a prompt  reduction  in  incidence,”  they  say. 

A survey  in  1969,  cited  by  the  authors,  showed 
that  only  two- thirds  of  children  5 to  14  years  liv- 
ing in  central  cities  were  fully  immunized.  San 
Antonio’s  immunization  level  was  much  lower 
than  the  national  figure,  and  health  authorities 
launched  a widespread  vaccination  program.  The 
campaign  helped,  but  it  did  not  reach  all  of  those 
in  the  vulnerable  age  groups  and  for  some  it  came 
too  late. 

Authors  of  the  study  are  Drs.  Edgar  K.  Mar- 
cuse and  M.  Gilbert  Grand. 


We've  changed  our  corporate  name. 

Officially,  we’re  now 

Blue  Cross  & Blue  Shield  of  Mississippi,  Inc. 

(instead  of  Mississippi  Hospital  and  Medical  Service) 

Our  members  and  friends  have  always  called  us  by  the  name  of 
the  services  we  represent,  Blue  Cross  and  Blue  Shield  health 
care  coverage.  Everything's  the  same  except  our  corporate 
name,  and  our  new  symbol  which  we  introduced  to  you  recently. 

530  E.  Woodrow  Wilson 
P.  O.  Box  1043,  Jackson,  Miss.  39205 
Telephone  366-1422 

Serving  over  one  million  Mississippians 


Blue  Cross 
Blue  Shield 

of  Mississippi 


* Registered  Marks  Blue  Cross  Association 
*'  Registered  Service  Marks  of  the  National 
Association  of  Blue  Shield  Plans 
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Dr.  Derrick  Is  Inaugurated  President, 
Dr.  Davis  Is  Named  President-elect 


Dr.  J.  T.  Davis  of  Corinth  was  named  presi- 
dent-elect of  the  association  at  the  closing  meeting 
of  the  105th  Annual  Session,  and  Dr.  Arthur  A. 
Derrick,  Jr.,  of  Durant  was  inaugurated  1973-74 
president,  succeeding  Dr.  Charles  R.  Jenkins  of 
Laurel. 

The  four-day  meet  was  headquartered  at  the 
Sheraton-Biloxi  and  featured  meetings  of  the 
seven  scientific  sections,  meetings  of  15  specialty 
societies,  and  medical  alumni  and  social  occas- 
ions. More  than  35  essayists  presented  a varied 
program  which  drew  praise  of  registrants. 

The  Coast  annual  session  had  a registration  of 
835  which  included  395  members,  86  M.D.  guests, 
16  residents,  3 interns,  8 medical  students.  Others 
included  106  exhibitors,  214  Auxiliary  members, 
and  7 staff. 


Three  years  of  the  association’s  presidency  are 
represented  by,  from  left,  Dr.  Charles  R.  Jenkins  of 
Laurel,  immediate  past  president,  1972-73;  Dr.  Ar- 
thur A.  Derrick,  Jr.,  of  Durant,  newly  inaugurated 
MSMA  president,  1973-74;  and  Dr.  J.  T.  Davis  of 
Corinth,  the  new  president-elect,  1974-75. 

Handling  a heavy  business  agenda,  the  House 
of  Delegates  acted  on  15  reports,  4 of  which 
were  from  the  Board  of  Trustees,  and  12  resolu- 
tions. Five  reference  committees  conducted  hear- 
ings before  which  members  and  guests  appeared 
for  discussion  and  debate. 


Dr.  Charles  R.  Jenkins  addressed  the  opening 
meeting  of  the  House  of  Delegates  on  April  30 
on  national  health  insurance.  Professional  Stan- 
dards Review  Organizations,  the  Mississippi  Foun- 
dation for  Medical  Care.  The  1972-73  president 
emphasized  the  need  for  unity  in  medical  or- 
ganization and  that  medical  societies  should  be  re- 
sponsive to  the  voice  of  the  younger  physician. 


Dr.  C.  A.  Hoffman  of  Huntington,  W.  Virginia, 
president  of  the  American  Medical  Association,  ap- 
peared as  principal  guest  speaker  of  the  annual  ses- 
sion. He  addressed  the  House  of  Delegates  at  the 
opening  meeting. 

Sharing  the  rostrum  spotlight  with  Dr.  Jenkins 
was  Dr.  C.  A.  Hoffman  of  Huntington,  W.  Va., 
president  of  the  American  Medical  Association, 
who  discussed  physicians’  assistants,  M.D.  unions, 
PSROs,  Health  Maintenance  Organizations  and 
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Past  presidents  of  the  association  enjoy  fraternal  and  traditional 
breakfast  with  special  guests,  Drs.  Jenkins  and  Derrick,  candidates 
for  select  circle.  Below , chairmen  of  three  reference  committees  report 
to  the  House  of  Delegates  at  its  concluding  session.  From  lower  left, 
they  are  Drs.  Frank  W.  Bowen  of  Carthage,  chairman  of  the  Refer- 
ence Committee  on  Miscellaneous  Business;  Sidney  O.  Graves  of 
Natchez , chairman  of  the  Reference  Committee  on  Reports  of  Offi- 
cers and  Board  of  Trustees;  and  Max  L.  Pharr  of  Jackson , chairman 
of  the  Reference  Committee  on  Medical  Practices. 
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105th  Annual  Session, 

April  30-May  3,  1973 

DELEGATES  ACT  ON  MAJOR  ISSUES  AT  BILOXI 


The  House  of  Delegates  at  the  105th  Annual  Session  of  the  Mississippi  State 
Medical  Association  handled  a busy  agenda  of  15  reports  and  12  resolutions.  The  official 
“Transactions”  of  the  meeting  will  be  published  in  the  August  Journal  MSMA. 

Hearings  were  conducted  by  reference  committees  before  which  discussion 
and  debate  were  heard  on  Monday,  April  30.  The  committees  reported  to  the  House  on 
Thursday,  May  3,  where  final  action  on  all  reports  and  resolutions  took  place. 


which: 


Among  major  actions  by  the  House  were  approval  of  reports  and  resolutions 


— Established  a study  committee  composed  of  members  of  the  House  of 
Delegates  to  recommend  a redistricting  of  MSMA  trustee  districts  so  that  each  district 
shall  include  substantially  equal  numbers  of  association  members. 

— Referred  for  study  proposals  to  limit  Board  of  Trustees’  terms  of  office  to 
two  three-year  terms  and  to  make  the  president,  secretary-treasurer  and  speaker  of  the 
House  of  Delegates  voting  members  of  the  Board. 

— Endorsed  necessary  legislation  to  implement  and  give  statutory  protection 
to  an  expanded  role  for  the  qualified  nurse  based  upon  local  needs  and  desires  and 
approval  by  the  Mississippi  State  Board  of  Health  and  Mississippi  Board  of  Nursing. 

— Directed  the  association-sponsored  Mississippi  Foundation  for  Medical 
Care,  Inc.,  to  proceed  to  organize  PSROs  in  Mississippi  as  required  by  Public  Law 
92-603  and  within  the  context  of  the  principles  of  the  MFMC  as  voluntarily  endorsed 
by  its  membership. 

— Commended  the  American  Medical  Association  and  the  American  Bar 
Association  for  a jointly  sponsored  program  to  improve  medical  and  health  services 
in  the  nation’s  prisons,  jails  and  juvenile  detention  facilities  and  pledged  the  association’s 
support  in  this  regard. 

— Directed  organization  of  county  legislative  contact  committees  and  the 
formulation  of  a “health  voting  index”  on  each  member  of  the  1972-76  Mississippi 
legislature. 

— Expressed  opposition  to  licensing  of  physician  assistants  and  emphasized 
that  physician  assistants  should  work  under  the  direct  supervision  of  physicians. 


In  other  actions,  the  House  of  Delegates: 


— Commended  President  Jenkins  for  his  outstanding  work  on  behalf  of  the 
association. 


— Expressed  appreciation  to  Dr.  Raymond  S.  Martin,  Jr.,  for  his  work  as 
Secretary-Treasurer  and  Chairman  of  the  Council  on  Scientific  Assembly. 

— Expressed  support  for  Section  8806-10  (a)  (2),  Mississippi  Code  of  1942, 
dealing  with  citizenship  and  residence  of  applicants  for  licensure  as  registered  nurses. 

— Encouraged  all  members  to  prepare  scientific  articles  and  editorials  for 
publication  in  the  Journal  MSMA. 

— Adopted  a “Summary  of  Facts”  on  the  health  care  economy  and  urged  all 
members  to  bring  the  “Summary”  to  the  attention  of  their  patients. 

— Commended  the  Woman’s  Auxiliary,  Ole  Miss  Medical  Alumni  Associ- 
ation and  Committee  on  AMA-ERF  for  the  largest  AMA-ERF  contribution  to  the 
University  of  Mississippi  School  of  Medicine  in  the  history  of  the  program. 

— Adopted  a program  of  survey  and  accreditation  of  institutions  and  organi- 
zations with  continuing  medical  education  of  local  scope  and  focus. 

— Adopted  “Guilding  Principles”  for  the  association  to  seek  in  the  implemen- 
tation of  H.R.  1 (Public  Law  92-603). 

— Endorsed  the  new  AMA  Medicredit  proposal  and  urged  support  from  the 
state’s  Congressional  delegation. 

— Directed  that  physicians  be  made  more  aware  of  the  peer  review  concept 
and  be  urged  to  submit  grievances  they  have  against  third  party  payors. 

— Stated  that  if  a State  Department  of  Mental  Health  is  created  it  should 
have  a physician  director  and  strong  physician  representation  on  its  governing  board. 

— Urged  each  member  of  the  association  to  recruit  new  members. 

— Adopted  a recommendation  that  the  immediate  past  president  of  the  as- 
sociation sit  with  the  Board  of  Trustees. 


The  Reference  Committee  on  Credentials  reported  seating  90  delegates  on 
on  April  30  and  83  delegates  on  May  3. 


Serving  as  Reference  Committee  chairmen  were  Drs.  Sidney  O.  Graves  of 
Natchez,  Reports  of  Officers  and  Board  of  Trustees;  Frank  W.  Bowen  of  Carthage,  Miscellane- 
ous Business;  Raymond  S.  Martin,  Jr.,  of  Jackson,  Constitution  and  By-Laws;  Max  L.  Pharr 
of  Jackson,  Medical  Practices;  Paul  H.  Moore  of  Pascagoula,  Rules  and  Order  of  Business;  and 
Raymond  S.  Martin,  Jr.,  of  Jackson,  Credentials. 


coming  legislation.  He  predicted  that  national 
health  insurance  would  be  slow  in  coming  and 
that  possibly  catastrophic  coverage  would  be  en- 
acted next  year. 

A gift  of  $16,540.56  was  made  to  the  Univer- 
sity Medical  Center  by  the  state  association’s 
AMA-ERF  campaign. 

New  vice  presidents  named  to  serve  in  1973-74 
are  Drs.  Whitman  B.  Johnson  of  Clarksdale  for 
the  northern  area,  William  M.  Gillespie,  Jr.,  of 
Meridian  for  the  mid-state  area,  and  David  M. 
Owen  of  Hattiesburg  for  the  southern  area  of  the 
state. 

Dr.  Myron  W.  Lockey  of  Jackson  was  elected 
associate  editor  of  the  Journal  MSMA.  Outgoing 
editor  is  Dr.  Thomas  W.  Wesson  of  Tupelo. 

Dr.  James  P.  Spell  of  Jackson  was  elected  to  a 
three-year  term  as  secretary-treasurer  of  the  as- 
sociation. 

Dr.  G.  Swink  Hicks  of  Natchez  was  re-elected 
as  delegate  to  AMA  and  Dr.  Stanley  A.  Hill  of 
Corinth  was  re-elected  to  another  term  as  alter- 
nate delegate  to  AMA. 

Delegates,  tallied  at  83  in  the  May  3 balloting, 
elected  Dr.  Robert  S.  Caldwell  of  Tupelo  District 
3 Trustee  to  succeed  Dr.  J.  T.  Davis  of  Corinth 
who  had  served  the  constitutional  maximum  of 
three  consecutive  terms  and  was  not  eligible  for 
re-election.  Drs.  Lyne  S.  Gamble  of  Greenville, 
District  1,  and  James  O.  Gilmore  of  Oxford,  Dis- 
trict 2,  were  re-elected. 


Dr.  William  A.  Long.  Jr.,  of  Jackson  was  1973 
winner  of  the  MSMA -Robins  Award  for  outstanding 
community  service  by  a physician.  President  Jenkins, 
left,  and  Mr.  Willard  Duvall  of  the  A.  H.  Robins 
Company,  right,  made  the  presentation.  Dr.  Long 
was  cited  for  his  work  with  youth  and  the  Youth 
Crisis  Center  in  Jackson. 


Delegates  show  concentration  at  closing  meeting  are  presented  for  discussion  and  voting, 
of  the  House  when  reports  of  reference  committees 
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Members  of  the  Fifty  Year  Club  at  annual 
session  participated  in  their  annual  special 
luncheon  meeting.  Club  “officers”  were  Board 
chairman  J.  T.  Davis,  at  head  of  table,  and 
Mrs.  Barbara  Shelton.  MSMA  membership 
director,  who  serves  as  club  secretary.  Middle 
left,  three  reference  committees  are  shown  in 
action  as  members  debate  the  issues.  From  top 
are  the  Reference  Committee  on  Medical  Prac- 
tices, Reference  Committee  on  Reports  of  Of- 
ficers and  Board  of  Trustees,  and  Council  on 
Constitution  and  By-Laws. 


Elected  to  the  Council  on  Budget  and  Finance 
were  Drs.  Sidney  O.  Graves  of  Natchez  and  Wal- 
ter H.  Rose  of  Indianola. 

Dr.  Arthur  E.  Brown  of  Columbus  was  re- 
elected to  the  Council  on  Constitution  and  By- 
Laws.  Named  to  the  Judicial  Council  were  Drs. 
William  E.  Weems  of  Laurel,  Wendell  B.  Holmes 
of  McComb,  and  James  T.  Thompson  of  Moss 
Point. 

Re-elected  to  the  Council  on  Legislation  was 
Dr.  John  G.  Caden,  Jr.,  of  Jackson.  Newly  elect- 
ed are  Drs.  George  L.  Arrington,  Jr.,  of  Meridian 
and  Ed  Pennington  of  Ackerman. 

Dr.  Charles  N.  Floyd  of  Gulfport  was  elected 
to  the  Council  on  Medical  Education  while  Drs. 
Charles  R.  Jenkins  of  Laurel,  Jack  A.  Atkinson 
of  Brookhaven  and  Bedford  F.  Floyd,  Jr.,  of 
Gulfport  were  named  to  the  Council  on  Medical 
Service. 

Six  physicians  were  nominated  for  membership 
on  the  State  Board  of  Health — three  from  each  of 
two  districts.  Governor  Waller  will  choose  one 
nominee  from  each  district.  Nominated  from  Dis- 
trict 1 were  Drs.  Benton  M.  Hilbun  of  Tupelo, 
G.  Leroy  Howell  of  Starkville  and  Lee  H.  Rogers 
of  Tupelo.  Nominated  from  District  3 were  Drs. 
L.  Stacy  Davidson  of  Cleveland,  John  G.  Egger 
of  Drew,  and  Donald  R.  Ellis  of  Clarksdale. 

The  four-day  annual  meeting  was  approved  for 
12  elective  hours  and  4 prescribed  hours  of 
credit  for  continuation  study  requirements  by  the 
American  Academy  of  Family  Physicians. 

Mrs.  William  H.  Preston,  Jr.,  of  Booneville  was 
inaugurated  president  of  the  Woman’s  Auxiliary 
to  the  MSMA. 

New  officers  elected  by  the  ladies  are  Mes- 
dames  John  McRae,  Jr.,  of  Laurel,  president- 
elect; Dan  Reikes  of  Hattiesburg,  first  vice  presi- 
dent; Jim  Barnett,  Jr.,  of  Brookhaven,  second 
vice  president;  Patrick  Pierce  of  Long  Beach, 
third  vice  president;  T.  Lowell  Ketchum  of  Rip- 
ley, fourth  vice  president;  W.  A.  Brown,  Jr.,  of 
Mathiston,  recording  secretary;  Henry  Webb  of 
Jackson,  treasurer;  and  Louis  Lehmann  of  Nat- 
chez, parliamentarian. 
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Top  left,  MSMA  chairman  of  Council  on 
Scientific  Assembly  Dr.  Raymond  S.  Martin, 
Jr.,  of  Jackson  presents  Dr.  Richard  C.  Miller 
of  the  University  Medical  Center  with  an  en- 
graved plaque  for  winning  first  place  in  the 
member  competition  for  scientific  exhibits.  Dr. 
Miller’s  and  Dr.  Patricia  Moynihan's  exhibit, 


“ Intravenous  Nutrition,”  is  shown  at  center 
left.  Top  right.  Dr.  Martin  presents  Dr.  J.  T. 
Davis,  Jr.,  of  Memphis  the  Scientific  Achieve- 
ment A ward,  a sculptured  bronze  medallion, 
in  recognition  of  the  best  presentation  by  a 
nonmember.  The  exhibit,  “Surgery  for  the  Pre- 
vention and  Treatment  of  Stroke,”  by  Drs. 
Davis,  Hector  S.  Howard,  H.  Edward  Garrett 
and  Charles  V.  Stewart,  is  pictured  at  lower 
right.  Winning  second  place  in  the  member 
category  was  Dr.  Robert  L.  Abney,  111,  of 
Jackson,  with  his  exhibit,  “Care  of  Infants 
with  Congenital  Heart  Disease,”  pictured  at 
lower  left.  Receiving  honorable  mentions  were: 
“Charnley  Total  Hip  Replacement,”  by  Drs. 
John  G.  Caden  and  Clyde  X.  Copeland,  Jr.,  of 
Jackson;  “Surgery  for  the  Heart  Attack,”  by 
Drs.  Akio  Suzuki  and  James  D.  Hardy  of  the 
University  Medical  Center;  “University  of 
Alabama  Maxillofacial  Prosthetics  Treatment 
and  Training  Center,”  by  Dr.  Iradj  Sooudi  of 
Birmingham;  “Aorto-Coronary  Bypass  Surgery 
for  the  Relief  of  Angina  Pectoris,”  by  Dr. 
Thomas  L.  Kilgore  of  Jackson;  and  “ Serous 
Otitis  Media,”  by  The  Ear,  Nose  and  Throat 
Surgical  Group.  P.A.,  of  Jackson. 
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Top  left  shows  Monday  morning  Reference 
Committee  breakfast  when  vice  speaker  Walter 
H . Simmons  of  Jackson  goes  over  rules  and 
conduct  of  reference  committees  for  newly- 
appointed  reference  committee  members.  Top 
right.  Rep.  Milton  Case  was  guest  speaker 
before  the  Wednesday  luncheon  of  the  Mis- 
sissippi Society  of  Internal  Medicine.  Lower 
center.  Mrs.  William  H . Preston,  Jr.,  of  Boone- 
ville,  newly  inaugurated  president  of  the  Wom- 
an's Auxiliary,  addresses  the  House  of  Dele- 
gates. Mrs.  Clarence  Webb  of  Jackson,  out- 
going president,  is  seated  at  left.  Lower  photo- 
graph shows  the  Board  of  Trustees  at  one  of 
many  meetings  held  during  convention  week. 


Specialty  Societies 
Hold  Concurrent  Meetings 


A total  of  15  specialty  societies  and  related 
groups  met  concurrently  with  the  association  dur- 
ing the  105th  Annual  Session  at  the  Sheraton- 
Biloxi.  Scientific  sessions  and  social  occasions 
drew  members  of  almost  every  specialty. 

Pathologists  from  throughout  the  state  attended 
the  April  29  and  30  meetings  of  the  Mississippi 
Association  of  Pathologists.  Dr.  Hollis  Burrow  of 
Greenville  was  named  president-elect;  Dr.  George 
F.  Smith  of  Jackson,  president;  Dr.  Roland  F. 
Samson  of  Jackson,  secretary;  and  Dr.  John  L. 
Smith  of  Hattiesburg,  treasurer.  Dr.  William  D. 
Atchison  of  Gulfport  is  immediate  past  president. 

The  Mississippi  Radiological  Society  met  Sun- 
day, April  29,  for  a scientific  session  and  social 
hour.  Dr.  Ottis  Ball  of  Jackson  is  president;  Dr. 
Nancy  Burrow  of  Brandon  is  president-elect;  and 
Dr.  Edward  L.  Gieger  of  Jackson  is  secretary. 
New  officers  will  be  elected  in  January. 

The  Mississippi  chapter  of  the  American  Col- 
lege of  Surgeons  convened  on  May  1 for  a sci- 
entific session,  business  meeting  and  luncheon. 
New  officers  are  Drs.  Albert  L.  Meena  of  Jack- 
son,  president;  Robert  S.  Caldwell,  of  Tupelo, 
president-elect;  and  Richard  H.  Clark,  Jr.,  of  Hat- 
tiesburg, secretary. 

Following  the  section  meeting  on  May  2,  the 
Mississippi  Ob-Gyn  Society  conducted  a lunch- 
eon. New  officers  are  president,  Dr.  George  Ball 
of  Jackson;  president-elect,  Dr.  Ira  E.  Gaddy,  Jr., 
of  Gulfport;  secretary-treasurer,  Kenneth  P.  Pitt- 
man of  Jackson;  and  vice  president,  Dr.  Calvin  T. 
Hull  of  Jackson. 

A luncheon  meeting  on  May  2 highlighted  the 
annual  gathering  of  the  Mississippi  Society  of  In- 
ternal Medicine.  Dr.  David  M.  Owen  of  Hatties- 
burg was  inaugurated  president  of  the  society. 
New  officers  elected  by  the  internists  are:  Dr. 
Ellis  M.  Moffitt  of  Jackson,  president-elect,  and 
Dr.  James  C.  Hays  of  Jackson,  secretary. 
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The  Mississippi  chapter  of  the  Flying  Physi- 
cians Association  held  a cocktail  party  and  din- 
ner on  May  1.  Dr.  Max  L.  Pharr  of  Jackson  was 
elected  president  and  Dr.  Lee  H.  Rogers  of  Tu- 
pelo was  named  secretary-treasurer. 

Orthopaedic  surgeons  convened  on  April  30  for 
a luncheon  meeting.  New  officers  are:  Drs.  Wil- 
liam C.  Sanders  of  Columbus,  president;  George 
W.  Truett  of  Jackson,  vice  president;  James  O. 
Manning  of  Jackson,  president-elect;  L.  Buford 
Yerger,  Jr.,  of  Jackson,  secretary-treasurer;  and 
John  G.  Caden  of  Jackson,  representative  to  the 
American  Academy  of  Orthopaedic  Surgeons. 

The  Mississippi  Society  of  Anesthesiologists  met 
on  Sunday,  April  29,  at  the  Country  Club  of 
Jackson.  Dr.  Thomas  J.  Marland  of  Jackson  was 
elected  president.  Other  officers  are  Drs.  Carlos  S. 
Patino  of  Jackson,  president-elect;  Katherine  Ald- 
ridge of  Hattiesburg,  secretary-treasurer;  James 
H.  Sams  of  Columbus,  national  delegate;  and 
James  M.  Cooper  of  Tupelo,  alternate  delegate. 

The  Mississippi  Eye,  Ear,  Nose  and  Throat  As- 
sociation conducted  a luncheon  and  business 
meeting  on  May  3.  Dr.  Myron  W.  Lockey  of 
Jackson  is  president;  Dr.  L.  Ben  McCarty,  Jr.,  of 
Jackson  is  secretary-treasurer;  and  Dr.  Patrick  L. 
Pierce  of  Gulfport  is  vice  president. 

State  urologists  gathered  at  Biloxi  on  April  30 
for  a luncheon  and  business  meeting.  Dr.  W.  La- 
mar Weems  of  Jackson  assumed  the  presidency. 
Other  officers  are  Dr.  Martin  E.  Hinman  of  Vicks- 
burg, outgoing  president;  Dr.  John  P.  Elliott,  Jr., 
of  Tupelo,  president-elect;  and  Dr.  Wafford  H. 
Merrell,  Jr.,  of  Jackson,  secretary-treasurer. 

Family  physicians  met  at  a Mississippi  Acad- 
emy of  Family  Physicians  luncheon  on  May  2.  Dr. 
Eugene  Webb  of  Itta  Bena  is  president.  New  of- 


Top  left  shows  new  president,  Dr.  Arthur  A. 
Derrick  of  Durant,  taking  oath  of  office  from 
Board  chairman  J.  T.  Davis.  Executive  Secre- 
tary Charles  L.  Mathews  holds  official  asso- 
ciation Bible.  Top  right,  Dr.  James  Grant 
Thompson  of  Jackson  presents  traditional  past 
president’s  pin  to  Dr.  Jenkins.  Lower  photos 
picture  speaker  John  B.  Howell  of  Canton  and 
vice  speaker  Walter  H.  Simmons  of  Jackson 
as  they  conduct  the  business  of  the  House  of 
Delegates. 
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lop  left , Dr.  Paul  H.  Moore  of  Pascagoula,  chairman  of  the 
Reference  Committee  on  Rules  and  Order  of  Business,  presents  his 
report  to  the  House.  Top  right.  Dr.  Jack  A.  Atkinson  of  Brookhaven, 
chairman  of  the  Council  on  Medical  Service,  delivers  report.  Lower 
left.  Dr.  C.  D.  Taylor  of  Pass  Christian,  chairman  of  the  Council  on 
Legislation,  reports  on  the  association’s  legislative  activities  in  1973. 
Lower  right,  Dr.  Dennis  Ward  of  Corinth,  chairman  of  the  Coun- 
cil on  Medical  Education,  presents  proposed  continuing  education  pro- 
gram to  the  delegates. 
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Ole  Miss  medical  alumni  gathered  for  a cocktail 
party  and  seafood  jamboree  dinner  dance  on  Mon- 
day evening,  April  30.  Shown  are  dignitaries  who 
sat  at  the  head  table.  From  left  are:  Dr.  and  Mrs. 
David  L.  Clippinger  of  Gulfport  (Dr.  Clippinger  was 
chairman  of  the  program  planning  committee);  Dr. 
and  Mrs.  Paul  H.  Moore  of  Pascagoula  (Dr.  Moore 
is  vice  president  of  the  general  association);  Dr.  and 


Mrs.  John  McRae  of  Laurel  tDr.  McRae  is  medical 
alumni  president);  Dr.  and  Mrs.  Bobby  King  of 
luka  (Dr.  King  is  outgoing  president);  Dr.  and  Mrs. 
Robert  E.  Blount  of  Jackson  (Dr.  Blount  is  dean  and 
director  of  the  University  Medical  Center);  and  Dr. 
and  Mrs.  Frank  W.  Bowen  of  Carthage  (Dr.  Bowen 
is  medical  alumni  president-elect). 


ficers  will  be  elected  at  the  academy’s  July  12-14 
annual  meeting. 

The  Mississippi  Neurosurgical  Society  held  a 
luncheon  program  on  Wednesday,  May  2.  Dr. 
Charles  Neill  of  Jackson  is  president. 

Following  the  MSMA  105th  Annual  Session, 
the  Louisiana-Mississippi  Ophthalmological  and 
Otolaryngological  Society  convened  at  the  Shera- 
ton-Biloxi  for  a three-day  meeting.  Dr.  J.  W.  Mc- 
Laurin  of  Baton  Rouge  became  president  and  Dr. 
Ralph  Sneed  of  Jackson  is  immediate  past  presi- 
dent. Secretary  is  Dr.  Arthur  V.  Hays  of  Gulf- 
port. 

A Short  Course  in  Practical  Tonometry  for 
Non-Ophthalmologists  was  again  given  by  the 
Mississippi  EENT  Association  and  the  Mississippi 
Society  for  the  Prevention  of  Blindness. 

An  all-day  Seminar  on  Family  Planning  Meth- 
odology was  held  at  the  Sheraton-Biloxi  on  Sun- 
day, April  29.  Sponsored  by  the  University  Med- 
ical Center  Department  of  Obstetrics  and  Gyne- 
cology, the  seminar  was  approved  by  the  Amer- 
ican Academy  of  Family  Physicians  for  six  hours 
of  postgraduate  credit. 

The  Mississippi  Commission  on  Hospital  Care 
also  met  during  the  annual  session  on  Monday, 
April  30. 


Dr.  Charles  R.  Jenkins.  MSMA  president,  presents 
Dr.  Robert  E.  Blount  a check  for  $1 6,540.56  for  the 
University  Medical  Center  from  the  Committee  on 
AMA-ERF.  The  check  represents  voluntary  con- 
tributions from  the  MSMA  members  and  Woman's 
Auxiliary  to  the  American  Medical  Association- 
Education  and  Research  Foundation.  Dr.  Raymond 
F.  Grenfell  of  Jackson  is  chairman  of  the  MSMA 
Committee  on  AMA-ERF. 
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Association  officers  conduct  business  of  the  House 
of  Delegates.  From  top  left  are  Dr.  Jenkins,  1972- 
73  president;  Dr.  Raymond  S.  Martin.  Jr.,  associa- 
tion secretary-treasurer;  and  Dr.  J.  T.  Davis,  Board 
Chairman  and  newly-elected  president-elect.  Lower 
center  is  Dr.  David  M.  Owen  of  Hattiesburg,  new 
president  of  the  Mississippi  Society  of  Internal  Med- 
icine. Lower  left  are  officers  of  the  Miss.  EENT 
Association.  From  left,  they  are  Drs.  Ben  McCarty 
of  Jackson,  secretary-treasurer,  Myron  W . Lockey  of 
Jackson,  president,  and  Patrick  L.  Pierce  of  Gulf- 
port, vice  president.  Lower  right,  officers  of  the 
Miss.  Oh-Gvn  Society  are  from  left,  Drs.  Walter 
Bourland  of  Tupelo,  immediate  past  president; 
George  Ball  of  Jackson,  new  president;  and  Calvin 
Hull  of  Jackson,  vice  president.  Also  elected  hut  not 
pictured  were  Drs.  Kenneth  Pittman  of  Jackson, 
secretary-treasurer,  and  Ira  Gaddy  of  Gulfport,  presi- 
dent-elect. 
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The  Mississippi  Association  of  Pathologists  officers  are  pictured 
from  left,  Drs.  Roland  F.  Samson  of  Jackson,  secretary;  W . Hollis 
Burrow  of  Greenville,  president-elect;  George  F.  Smith  of  Jackson, 
president;  and  W.  D.  Atchison  of  Gulfport,  past  president.  Lower 
right,  the  American  College  of  Surgeons , Mississippi  chapter,  elected 
officers  during  the  annual  session.  Dr.  Albert  Meena  of  Jackson,  at 
left,  is  president  and  Dr.  Richard  Clark  of  Hattiesburg  is  secretary. 
Also  elected  but  not  pictured  is  Dr.  Richard  Caldwell  of  Baldwyn, 


president-elect. 

Scientific  Assembly 
Begins  Work  for  ’74 

The  1974  Annual  Session  is  set  for  May  6-9  at 
Biloxi.  The  Council  on  Scientific  Assembly  has 
already  begun  planning  for  the  106th. 

Acting  by  separate  sections  during  the  recent 
105th  Annual  Session,  the  seven  components  of 
the  Scientific  Assembly  named  new  chairmen,  and 
four  sections  elected  new  secretaries. 

Under  the  By-Laws,  a section  chairman  serves 
a term  of  only  one  year,  but  section  secretaries 
are  elected  for  three  years.  Secretaries  of  the  sev- 
en sections  are  elected  on  staggered  terms. 

Each  office  carries  an  automatic  seat  and  vote 
in  the  House  of  Delegates  to  assure  proper  rep- 
resentation of  each  scientific  section. 

Named  to  head  the  Section  on  EENT  is  Dr. 
Lee  H.  Rogers  of  Tupelo.  Dr.  James  W.  Rayner 
of  Oxford  enters  the  first  year  of  his  three-year 
term  as  secretary. 

Heading  the  Section  on  General  Practice  is  Dr. 
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Top  left,  officers  of  the  Mississippi  Urological  So- 
ciety are  Drs.  W.  Lamar  Weems  of  Jackson,  at  right, 
president,  and  Martin  E.  Hinman  of  Vicksburg,  out- 
going president.  Also  elected  but  not  pictured  are 
Drs.  John  P.  Elliott,  Jr.,  of  Tupelo,  president-elect, 
and  Wafford  H . Merrell,  Jr.,  of  Jackson,  secretary- 
treasurer.  The  Mississippi  chapter  of  the  Flying 
Physicians  Association  elected  Dr.  Max  L.  Pharr  of 
Jackson,  at  left,  president,  and  Dr.  Lee  H . Rogers  of 
Tupelo,  secretary-treasurer. 

William  M.  Gillespie,  Jr.,  of  Meridian.  Dr. 
W.  Boyce  White  of  Laurel  continues  as  secretary. 

The  internists  chose  Dr.  S.  H.  McDonniel,  Jr., 
of  Jackson  as  chairman  of  the  Section  on  Medi- 
cine. Dr.  Joe  M.  Ross,  Jr.,  of  Vicksburg  enters 
the  first  year  of  his  term  as  section  secretary. 

Dr.  Walter  L.  Bourland  of  Tupelo  heads  the 
Section  on  Obstetrics  and  Gynecology.  Entering  his 
second  year  as  secretary  is  Dr.  Charlton  R.  Vin- 
cent of  Laurel. 

Dr.  Frank  M.  Wiygul,  Jr.,  of  Jackson  is  the 
new  chairman  of  the  Section  on  Pediatrics.  New 
secretary  of  the  section  is  Dr.  Robert  L.  Abney, 
III,  of  Jackson. 

Dr.  Ruby  B.  Griffin  of  Calhoun  City  will  chair 
the  Section  on  Preventive  Medicine.  Entering  the 
second  year  of  his  term  as  secretary  is  Dr.  Steven 
L.  Moore  of  Jackson. 


New  chairman  for  the  Section  on  Surgery  is 
Dr.  Richard  A.  Johnson  of  Hattiesburg.  Dr.  Hen- 
ry B.  Tyler  of  Jackson  enters  his  first  year  as 
section  secretary. 

Dr.  James  P.  Spell  of  Jackson,  newly  elected 
association  secretary-treasurer,  is  constitutional 
chairman  of  the  Council  on  Scientific  Assembly. 

Dr.  Spell  said,  “The  council  will  be  meeting 
this  summer  to  review  preliminary  plans  for  the 
106th  Annual  Session  and  to  begin  actively  work- 
ing on  the  program.” 

He  said  that  the  exhibit  prospectus  for  technical 
exhibitors  will  be  released  this  fall.  Specialty  soci- 
eties are  invited  to  submit  plans  for  concurrent 
meetings  and  requests  for  assignment  of  rooms, 
including  those  for  meal  occasions,  he  added. 

The  president,  Dr.  A.  A.  Derrick,  Jr.,  of  Du- 
rant, and  the  president-elect,  Dr.  J.  T.  Davis  of 
Corinth,  are  ex  officio  members  of  the  Council  on 
Scientific  Assembly  under  the  By-Laws. 

Board  of  Trustees 
Names  1973-74  Officers 


A new  name  appears  on  the  roster  of  the  as- 
sociation's nine-member  governing  body,  the 
Board  of  Trustees.  Elected  for  a three-year  term  by 
the  House  of  Delegates  was  Dr.  Robert  S.  Cald- 
well of  Tupelo,  representing  District  3. 


The  newly  elected  chairman  of  the  Board  of  Trust- 
ees is  Dr.  James  O.  Gilmore  of  Oxford.  Dr.  Gilmore 
is  shown  here  as  he  presented  the  report  of  the 
Council  on  Budget  and  Finance  to  the  House  of 
Delegates. 
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Dr.  Lyne  S.  Gamble  of  Greenville,  District  1, 
and  Dr.  James  O.  Gilmore  of  Oxford,  District  2, 
were  re-elected  to  three  year  terms. 

Dr.  James  O.  Gilmore  was  elected  Board  chair- 
man. Dr.  Everett  Crawford  of  Tylertown  is  vice 
chairman  and  Dr.  Gerald  P.  Gable  of  Hattiesburg 
is  the  secretary.  The  chairman,  vice  chairman, 
and  secretary  make  up  the  Executive  Committee. 

Continuing  to  serve  are  Drs.  Paul  B.  Brumby 
of  Lexington  (District  4),  Carl  G.  Evers  of  Jack- 
son  (District  5),  Guy  T.  Vise  of  Meridian  (Dis- 
trict 6),  Gerald  P.  Gable  of  Hattiesburg  (District 
7),  Everett  Crawford  of  Tylertown  (District  8) 
and  James  T.  Thompson  of  Moss  Point  (District 
9). 

Retiring  from  the  Board  after  serving  the  maxi- 
mum three  consecutive  three-year  terms  was  Dr. 
J.  T.  Davis  of  Corinth,  District  3. 

Seven  general  officers  meet  with  the  Board  but 
without  the  right  to  vote.  They  are  the  president, 
president-elect,  secretary-treasurer,  speaker  of  the 
House  of  Delegates,  vice  speaker,  and  AMA  del- 
egates. 

Region  10  Center 
Opens  Inpatient  Unit 

A new  38-bed  inpatient  facility  was  opened 
in  March  as  a part  of  the  Weems  Community 
Mental  Health  Center  at  Meridian.  Dr.  Reginald 
P.  White,  chairman  of  the  Region  10  MH/MR 
Commission,  said  the  center  is  designed  to  accom- 
modate 15  males,  15  females  and  8 children  or 
young  adolescents. 

“This  marks  a break-through  in  mental  health 
care,”  said  Dr.  White,  “Since  this  is  the  only  in- 
patient service  in  the  state  which  offers  separate 
facilities  for  children  and  young  adolescents.” 

The  floor  space  for  the  Weems  facility  is  leased 
from  the  East  Mississippi  State  Hospital.  Dr. 
White  said  patients  derive  benefits  from  the  use 
of  recreational  and  occupational  therapy  depart- 
ments at  East  Mississippi  State  Hospital. 

Gulf  Coast  Center 
Breaks  Ground 

Ground  was  broken  on  February  8 for  a new 
mental  health  center  facility  in  Gulfport  which 
will  serve  Region  13,  including  Harrison,  Han- 
cock, Stone  and  Pearl  River  counties.  Region  13 
Commission  Chairman  John  Dees,  of  Wiggins, 
conducted  the  ceremonies. 

The  Gulf  Coast  Mental  Health  Center  has  been 
in  operation  since  September,  1970  in  temporary 
quarters.  The  new  facility  will  cost  $641,785, 


DOCTORS! 

JACKSON  OFFICE 

This  is  the  finest  location  for  sale  in  the  city, 
. . . and  built  for  doctors!  Entirely  ample 
for  2 or  more  physicians.  Large  waiting 
room,  receptionist-bookkeeping  area.  6 ex- 
amination and/or  treatment  rooms,  each 
with  dressing  area.  2 private  offices,  2 rest 
rooms,  laboratory,  library  and  paved  park- 
ing lot.  Situated  on  N.  State  St.,  4 blocks 
to  University  Hospital.  5 minutes  from  St. 
Dominic,  Doctors,  Baptist  and  VA  Hospitals. 
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Priced  below  replacement  cost  and  very 
favorable  financing  available.  Physicians  con- 
templating Jackson  practice  could  not  find 
a more  advantageous  and  functional  facility. 
For  floor  plan  and  information  call  or  write 
Howard  Richardson,  Sales  Associate.  Home 
telephone  362-7151. 

MORRIS  WILLIAMS,  REALTOR 

Tel.  982-3443  P.O.  Box  16391 
Jackson,  Miss.  39206 


with  $395,760  coming  from  a federal  community 
mental  health  center  construction  grant  and  the 
remainder  being  provided  through  a Harrison 
County  bond  issue. 

Bronchoesophagology, 
ENT  Course  Planned 

The  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine  of  the  University  of 
Illinois  and  the  Eye  and  Ear  Infirmary  of  the 
University  of  Illinois  Hospital,  will  conduct  a con- 
tinuing education  course  in  laryngology  and  bron- 
choesophagology Nov.  12-17,  1973. 

The  course  is  limited  to  20  physicians  and  will 
be  under  the  direction  of  Dr.  Paul  H.  Holinger. 
It  will  be  held  largely  at  the  Eye  and  Ear  Infirma- 
ry, 1855  West  Taylor  Street,  Chicago,  and  will 
include  visits  to  a number  of  other  Chicago  hos- 
pitals. 

Instruction  will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  bronchoscopy 
and  esophagoscopy,  diagnostic  and  surgical  clin- 
ics, as  well  as  didactic  lectures. 

Interested  physicians  should  write  the  Depart- 
ment of  Otolaryngology,  Eye  and  Ear  Infirmary. 
1 855  West  Taylor  Street,  Chicago,  111.  606 1 2. 
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Emergency  Medicine 
Legislation  Proposed 

It  appears  likely  that  Congress  this  year  will 
pass  legislation  to  improve  emergency  medical 
services  throughout  the  nation.  Both  the  Senate 
and  the  House  have  opened  hearings  on  several 
bills  that  would  provide  federal  funds  to  assist  lo- 
cal governments  in  improving  ambulance  and 
emergency  room  services. 

Among  the  major  bills  on  emergency  medical 
care  is  one  developed  by  the  AMA.  Sponsored 
by  Senator  J.  Glenn  Beall  (R.-Md.)  and  by  Rep- 
resentative James  Hastings  (R.-N.  Y.),  the  AMA 
bills  (S.  654  and  H.  R.  4952)  provide  for  the  es- 
tablishment of  a comprehensive  emergency  medi- 
cal system  across  the  nation.  Direction  and  finan- 
cial assistance  would  be  at  the  federal  level;  how- 
ever, the  programs  would  be  developed  at  the 
community  level. 

In  outlining  the  AMA  bill  before  a subcommit- 
tee of  the  House,  Dr.  Roy  M.  Baker,  Jackson- 
ville, Fla.,  summed  up  the  extent  of  the  problem 
by  excerpting  certain  statistics  from  a recent  re- 
port published  by  the  National  Research  Council. 

“Accidental  injury  and  acute  illness  generate 
a staggering  demand  on  ambulance  and  rescue 
services,  allied  health  personnel,  physicians, 
and  hospitals  for  the  delivery  of  emergency 
medical  services.  Accidental  injury  is  the  lead- 
ing cause  of  death  among  all  persons  aged  1 
to  38.  Each  year  more  than  52  million  U.  S. 
citizens  are  injured,  of  whom  more  than  110,- 
000  die,  1 1 million  require  bed  care  for  a day 
or  more,  and  400,000  suffer  lasting  disability 
at  a cost  of  nearly  $3  billion  in  medical  fees 
and  hospital  expenses  and  over  $7  billion  in 
lost  wages.  Those  requiring  hospitalization  oc- 
cupy an  average  of  65,000  beds  for  22  million 
bed-days  under  the  care  of  88,000  hospital  per- 
sonnel. This  hospital  load  is  equivalent  to  130 
500-bed  hospitals.  Of  the  more  than  700,000 
deaths  from  heart  disease  each  year,  the  ma- 
jority are  due  to  acute  myocardial  infarction 
and  more  than  half  of  these  deaths  occur  be- 
fore reaching  a hospital.  Approximately  40 
million  persons  seek  care  each  year  in  hospital 
emergency  departments  as  a result  of  accidents, 
heart  disease,  stroke,  poisoning,  diabetic  coma, 
convulsive  disorders,  and  many  other  illness- 
es.” 

In  his  testimony,  Dr.  Baker  noted  as  a matter 
of  interest  for  the  committee,  there  are  currently 
seven  two-year  emergency  residency  programs  in 
operation.  Beginning  on  July  1,  1973,  there  will 
be  an  additional  seven  residency  programs  opera- 
tional. In  addition,  there  are  three  institutions 
conducting  short-course  training  programs  in  the 
field  of  emergency  medicine. 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13jag/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SCOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./  lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
— 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 
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with  a single  dose  of  Antiminth 

(pyrantel  pamoate) ORAL  SUSPENSION 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1 cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.; 
maximum  dose,  4 tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavorecl  oral 
suspension 

Economical,  because  one 
. • 

prescription  can  treat  the  entire 
family  ROeRIG 
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New  York,  New  York  10017 
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While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
•Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 


Hair  in  the  Ear 
Can  Cause  Cough 

A hair  in  the  ear  can  cause  a cough.  An  article 
in  the  Mar.  12  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association  reports  on  three  individ- 
uals who  were  cured  of  chronic  cough  by  re- 
moval of  a small  hair  that  was  touching  a tym- 
panic membrane  in  the  ear. 

It  had  been  known  that  sometimes  wax  in  the 
ear,  or  a foreign  body  of  some  sort,  or  perhaps 
a cotton  swab  used  to  cleanse  the  ear,  could  trig- 
ger a cough.  This  is  the  first  time  in  medical  lit- 
erature, however,  that  physicians  have  reported 
stopping  a cough  by  removing  an  irritating  hair. 

Why  does  a hair  on  the  ear  drum  cause  a 
cough?  The  answer  is  complex,  involving  an  un- 
derstanding of  nerve  structure  and  how  nervous 
impulses  can  trigger  the  body’s  protective  mech- 
anisms. The  cough  is  nature’s  way  of  clearing  the 
airways  of  irritating  substances.  A hair  on  the 
tympanic  membrane  starts  a reaction  that  sends 
a message  to  the  cough  centers. 

Authors  of  the  report  are  three  St.  Louis  re- 
searchers, Dr.  Allan  P.  Wolff,  Dr.  Mark  May,  and 
Douglas  Nuelle  of  Washington  University  School 
of  Medicine. 


MSMA  Gives 
Check  to  SAMA 


In  support  of  the  state  chapter  of  the  Student 
American  Medical  Association,  MSMA  1972-73 
president,  Dr.  Charles  R.  Jenkins  of  Laurel,  pre- 
sented a check  for  $250.00  to  SAMA  officers  at 
the  MSMA  headquarters  building  in  May.  The  as- 
sociation contributed  the  money  to  help  pay  dele- 
gates’ expenses  to  the  national  SAMA  convention 
in  Chicago,  May  4-6.  From  left  are  medical  students 
David  Irwin,  SAMA  vice  president.  Dr.  Jenkins, 
Bert  Strom,  treasurer,  and  Doug  Rouse,  president. 
All  three  will  be  delegates. 


Governor  Proclaims 
Medical  Assistant  Week 


Governor  William  Waller,  Mrs.  Thelma  Van- 
Cloostere,  RN,  president,  Mississippi  Society,  Amer- 
ican Association  of  Medical  Assistants,  and  Mrs. 
Helen  Donohoo,  president-elect,  A AM  A,  MS,  look 
over  the  proclamation  signed  by  the  governor  declar- 
ing the  week  of  April  22-28,  1973,  as  Medical  As- 
sistants Week  in  Mississippi.  The  state  society  ob- 
served the  week  by  holding  their  7tli  annual  state 
convention  in  Biloxi,  April  27-29. 

Troops’  Drug  Abuse 
Begins  at  Home 

The  drug  abuse  epidemic  among  U.  S.  service- 
men in  Southeast  Asia  got  its  start  before  the 
troops  left  home,  declares  a physician  who  for 
two  years  served  as  drug  control  officer  for  the 
U.  S.  Army  Hospital  in  Bangkok,  Thailand. 

“Widespread  use  of  drugs  among  the  under- 
25-year-old  age  group  in  the  states  has  been  re- 
peatedly documented,  and  our  troop  question- 
naires confirm  that  70  per  cent  of  soldiers  arrived 
(in  Southeast  Asia)  with  some  kind  of  prior  drug 
experience,”  says  Major  Arthur  J.  Siegel  of  the 
U.  S.  Army  Medical  Corps.  Dr.  Siegel  is  now  with 
Peter  Bent  Brigham  Hospital,  Boston. 

In  the  Mar.  12  Journal  of  the  American  Medi- 
cal Association,  Dr.  Siegel  reports  on  “The  Her- 
oin Crisis  Among  U.  S.  Forces  in  Southeast 
Asia.”  Heroin  use  among  the  troops  reached  epi- 
demic proportions,  he  says,  beginning  early  in 
1970  and  reaching  a peak  in  mid-1971.  The  mili- 
tary’s Drug  Abuse  Counter-Offensive  beginning 
in  June,  1971,  led  to  decreasing  incidence  of 
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heroin  use  and  a dramatic  decline  in  the  case  fa- 
tality rate,  he  pointed  out. 

The  heroin  crisis  was  generated  by  a unique 
group  of  factors,  principally,  the  availability  of 
drugs.  Dr.  Siegel  says. 

"Southeast  Asia  is  a cornucopia  in  this  re- 
spect.” 

Drugs  of  all  varieties  are  plentiful,  cheap  and 
easy  to  find,  he  says.  A pack  of  20  marijuana 
cigarettes  is  widely  available  for  less  than  one  dol- 
lar— marijuana  that  is  much  more  potent  than 
that  usually  available  in  the  United  States.  Bar- 
biturates and  amphetamines  can  be  purchased 
without  prescription. 

"Despite  recent  political  pressure  for  stricter 
surveillance,  pure  heroin  remains  readily  obtain- 
able in  Bangkok  or  wherever  troops  subsist  in- 
country.” 

Of  those  men  who  reported  using  drugs  at 
home  before  being  sent  to  Southeast  Asia,  about 
three-fourths  of  them  had  used  marijuana,  others 
had  tried  barbiturates  and  amphetamines  and  a 
few  had  used  hallucinogens,  such  as  LSD.  Very 
few  had  been  heroin  users. 

Strongest  reason  for  appeal  of  drugs  overseas 
might  be  called  simply  culture  shock,  he  said.  The 
soldier  finds  himself  removed  from  the  familiar 
constraints  on  his  behavior,  while  he  adjusts  to 
a new  set  of  expectations  placed  on  him.  Off-duty 
time  is  filled  with  boredom  and  frustration.  The 
psychological  adjustment  demanded  is  formida- 
ble, Dr.  Siegel  says. 

Detoxification  of  those  who  became  known  as 
addicts  is  accomplished  in  military  hospitals,  but 
the  still  largely  unanswered  question  is  whether 
the  men  will  resume  heroin  use  after  they  return 
home,  he  declares. 

Men  with  strong  personalities  are  unlikely  to 
return  to  drugs  back  in  the  states.  Others  who  are 
less  secure  may  relapse.  These  are  men  with  a his- 
tory of  family  strife,  parental  separations  and  per- 
sonal failures.  They  are  often  school  dropouts 
who  never  held  a significant  job  in  civilian  life. 
Delinquent  activities  as  teenagers  are  common. 

“Heroin  is  but  the  latest  in  a series  of  poor  ad- 
justment responses  to  an  environment  that  seems 
to  be  challenging  in  any  setting,”  either  overseas 
or  at  home. 

American  physicians  were  urged  to  be  alert  for 
symptoms  that  might  be  related  to  heroin  use 
among  their  patients. 

The  simple  question:  "What  about  heroin  dur- 
ing your  tour  in  Vietnam?”  may  allow  the  patient 
to  open  up  on  the  issue  for  which  he  is  really 
seeking  help.  Dr.  Siegel  says. 


HEWLETT 

PACKARD 

Announces  the  Opening  of  a 
New  Medical  Service  Office 

For  prompt  attention  and  service 
on  instruments  or  systems  for  pa- 
tient monitoring,  cardiography,  car- 
diac catheterization  laboratories, 
and  pulmonary  testing,  contact: 

Hewlett  Packard 
2727  Old  Canton  Road 
Jackson,  Miss.  39216 
Phone:  982-9363 


Otolaryngology  Course 
Set  for  Chicago 

The  annual  Otolaryngologic  Assembly  of  1973 
will  be  held  Oct.  20-26,  1973,  in  the  Eye  and  Ear 
Infirmary  of  the  University  of  Illinois  Hospital. 

The  Department  of  Otolaryngology  of  the 
Abraham  Lincoln  School  of  Medicine,  University 
of  Illinois  at  the  Medical  Center,  offers  a con- 
densed basic  and  clinical  program  for  practicing 
otolaryngologists  under  the  direction  of  Dr. 
Emanuel  M.  Skolnik,  with  Dr.  Burton  J.  Soboroff 
as  co-chairman.  This  program  is  designed  to  bring 
to  specialists  current  information  in  medical  and 
surgical  otorhinolaryngology. 

Interested  otolaryngologists  should  direct  their 
inquiries  to  the  mailing  address:  Otolaryngology, 
P.  O.  Box  6998,  Chicago,  111.  60680. 

A separate,  but  correlated  course,  "Conference 
on  Radiology  in  Otolaryngology  and  Ophthal- 
mology” will  be  held  this  year  on  Friday  and  Sat- 
urday, Nov.  23-24,  under  the  guidance  of  Dr. 
Galdino  E.  Valvassori. 

For  further  information  about  the  radiology 
conference,  write  to  Professor  Valvassori,  Radiol- 
ogy Department,  Abraham  Lincoln  School  of 
Medicine,  P.  O.  Box  6998,  Chicago,  111.  60680. 
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ORGANIZATION  / Continued 

AMA  President  Disagrees 
With  Malpractice  Report 

The  president  of  the  American  Medical  Asso- 
ciation filed  a vigorous  dissent  to  a federal  Com- 
mission on  Medical  Malpractice  report  which 
blamed  physicians  and  hospitals  for  much  of  the 
problem. 

A central  finding  of  the  special  commission  was 
that  injuries  to  patients,  and  not  greedy  avaricious 
contingency  fee  lawyers,  are  the  reason  for  the  in- 
creased number  of  malpractice  claims.  The  report 
included  about  100  findings  and  recommenda- 
tions. 

In  his  dissent,  Dr.  C.  A.  Hoffman,  AMA  presi- 
dent and  one  of  the  21  members  on  the  commis- 
sion, said  that  the  panel  had  failed  in  its  primary 
purpose  to  come  up  with  a program  “calculated 
to  ameliorate”  the  nation's  malpractice  problems. 
He  said: 

“The  report  does  not  appear  to  be  calculated 
to  ameliorate  such  problems  to  any  significant  de- 
gree. Some  of  its  recommendations,  if  implement- 
ed, would  be  likely  to  stimulate  an  increased  fre- 
quency of  claims.  The  increasing  frequency  and 
cost  of  claims  has  an  unavoidable  adverse  effect 
on  health  care.  . . . 

“The  report  fails  entirely  to  identify  the  prob- 
lems of  medical  malpractice  claims  as  what  they 
really  are — a part  of  the  much  larger  and  more 
general  problems  of  liability  claims  litigation.  In 
the  United  States,  people  have  always  been  quick 
to  file  lawsuits  for  any  injury,  real  or  imagined. 
The  legal  system  encourages  litigation.  There  is 
a definite  trend  in  court  decisions  to  make  it  con- 
tinually easier  for  claimants  to  recover  substan- 
tial damages,  with  less  and  less  proof  of  fault. 

“This  trend  is  well  established  in  all  fields  of 
activity  including  automobile  liability,  product  li- 
ability, airline  and  rail  liability,  homeowners  li- 
ability and  all  others.  Malpractice  liability  is  the 
most  visible  and  harmful  part  of  this  trend,  be- 
cause it  affects  the  vital  area  of  health  care. 

“As  a part  of  this  trend  certain  legal  doctrines 
have  been  established  which  apply  only  in  law- 
suits against  health  care  providers  and  which 
make  it  easier  for  claimants  to  recover  damages 
with  little  proof  of  fault.  These  doctrines  include: 
(a)  the  ‘discovery’  rule  under  the  statute  of  limi- 
tations; (b)  the  application  of  the  doctrine  of 
res  ipsa  loquitur  to  injuries  arising  out  of  the  per- 
formance of  professional  services;  (c)  the  doc- 
trine of  ‘informed  consent’  and  (d)  a rule  allow- 


ing liability  based  on  an  alleged  oral  guarantee 
of  good  results.  If  this  trend  continues  unchecked, 
the  logical  results  will  be  that  health  care  provid- 
ers will  be  held  liable  for  any  unfortunate  result 
arising  from  health  care,  even  if  there  was  no 
fault  on  the  part  of  anyone  and  the  result  was  en- 
tirely unavoidable. 

“These  legal  doctrines  are  one  of  the  most  im- 
portant causative  factors  for  the  problems  of  the 
increasing  cost  and  frequency  of  malpractice 
claims.  Instead  of  making  a strong  recommenda- 
tion for  appropriate  and  equitable  remedial  legis- 
lation, the  report  merely  recommends  referral  of 
the  legal  doctrines  problems,  which  it  reluctantly 
admits  exist,  to  some  vaguely  defined  and  present- 
ly nonexistent  group  which  is  supposed  to  develop 
recommendations  for  uniform  rules  of  law,  ‘in  the 
nature  of  a Restatement  of  the  Law  of  Medical- 
Legal  Principles.’  This  is  inadequate  as  a remedy 
for  this  major  problem. 

“I,  like  other  physicians,  affirm  that  any  patient 
who  is  injured  in  the  course  of  his  health  care  as 
a direct  result  of  negligence  on  the  part  of  any 
provider  is  entitled  to  just  and  reasonable  com- 
pensation. Where  an  injury  occurs  despite  the 
best  of  care,  however,  health  care  providers 
should  not  be  unjustly  burdened  with  the  cost  of 
compensation.  If  they  are,  this  inevitably  adds  to 
the  cost  of  health  care. 

“The  report  gives  the  false  impression  that  the 
rapid  increase  in  the  frequency  and  cost  of  claims 
has  arisen  from  a deterioration  in  the  general 
quality  of  health  care.  The  reality  is  the  frighten- 
ing paradox  that  the  general  quality  of  health  care 
has  been  improving  dramatically  at  the  same  time 
that  the  frequency  and  cost  of  claims  have  been 
skyrocketing. 

“The  report  stresses  the  obvious  fact  that  there 
would  be  no  claims  if  there  were  no  injuries. 
Where  surgery  or  potent  drugs  are  required,  the 
risk  of  injury  is  unavoidable.  Only  a small  per- 
centage of  the  injuries,  however,  are  caused  by 
the  negligence  of  anyone. 

“The  report  does  contain  some  constructive 
recommendations.  These  include:  (a)  develop- 
ment of  injury  prevention  programs,  (b)  study 
of  alternative  compensation  systems,  and  (c)  data 
collection,  if  limited  by  careful  cost  justification.” 

Fetal  Monitoring 
Symposium  Set 

A Symposium  on  Fetal  Monitoring  will  be  held 
on  July  14  at  the  L.S.U.  Medical  School  Audi- 
torium, New  Orleans. 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  mcrphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.  co//'appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1’3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar ...  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1 : 164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann -La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and  cystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A beta- HI 
hemolytic  streptococcal  infections  and  will  not  eradicate  orp 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  suchU1 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  re-  ■ 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpura  ' 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CBC|I= 
and  urinalysis  with  microscopic  examination  are  recommended! 
during  sulfonamide  therapy.  Insufficient  data  on  children  under! 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis, 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol® (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


Gantanol 

(sulfamethoxazole) 
Basic  Therapy 


aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia); 
allergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
tival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
tal depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
L.E.  phenomenon).  Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 
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ORGANIZATION  / Continued 


School  Driving 
Session  Scheduled 

“Driving  Safely — A Critical  School  Health 
Problem”  will  be  the  theme  of  the  15th  annual 
session  on  school  health  sponsored  by  the  AMA 
and  the  American  School  Health  Association. 

The  session  will  be  held  on  June  24  at  the 
Americana  Hotel  in  New  York  City. 

For  further  information,  write  Department  of 
Health  Education,  AMA,  535  North  Dearborn 
St.,  Chicago.  111.  60610. 


Leukemia  Society 
Is  Accepting  Grants 

Applications  for  financial  grants  to  researchers 
working  in  the  fields  of  leukemia  and  allied  dis- 
eases are  now  being  accepted  by  the  Leukemia 
Society  of  America,  Inc. 

The  society,  a national  health  agency  support- 
ed entirely  by  voluntary  contributions,  offers  a 
trio  of  funding  programs  for  qualified  candidates 
according  to  Dr.  Joseph  H.  Burchenal,  vice  presi- 
dent for  Medical  and  Scientific  Affairs. 

Applicants  need  not  be  American  citizens  and 
there  are  no  restrictions  as  to  age,  color,  sex  or 
creed.  The  three  types  of  funding  are: 

(1)  Scholarships:  Five  year  grants  for  a total 
of  $100,000  for  those  who  have  demonstrated 
distinct  ability  in  the  investigation  of  leukemia. 

(2)  Special  Fellowships:  Two  year  grants  for 
a total  of  $31,000  for  those  who  have  demon- 
strated ability  in  postdoctoral  research  whose 
qualifications  place  them  between  scholar  and 
fellow  status. 

(3)  Fellowships:  Two  year  grants  for  a total 
of  $19,000  for  promising  younger  investigators 
to  encourage  their  work  in  leukemia  research. 

In  exceptional  circumstances,  emergency  small 
grants  up  to  $3,000  may  be  awarded  for  one  year 
to  initiate  or  implement  a research  program. 

The  deadline  for  submitting  completed  appli- 
cations is  Oct.  1,  1973.  Funding  for  approved 
grants  will  begin  July  1,  1974. 

Application  forms  may  be  obtained  by  writing 
to  the  Vice  President  for  Medical  and  Scientific 
Affairs,  Leukemia  Society  of  America,  Inc.,  211 
East  43rd  Street,  New  York,  N.  Y.  10017. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 

Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug  The  antianabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  supermf ection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on 
anticoagulant  therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  mondial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults  - 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated Rondomycin  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
lemales  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5 4 grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  Rondomycin  (methacycline  HCI)  in  equally  divided  doses  over  g period  of  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give 
drug  one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas- and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS!,  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI)  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI 


Before  prescribing . consult  package  circular  or  latest  PDR  information 
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DDP  Projects 
Total  Nineteen 

The  Mississippi  Interagency  Commission  on 
Mental  Illness  and  Mental  Retardation  has  ap- 
proved 19  project  grants  totaling  $450,211.62  for 
the  developmentally  disabled  population  of  Mis- 
sissippi. 

Dr.  Dorothy  N.  Moore.  MIC  program  director, 
said  the  first  DDP  grant  award  was  made  on 
Sept.  19,  1971,  to  the  Board  of  Trustees  of  Men- 
tal Institutions  to  assist  in  planning  for  the  new 
North  Mississippi  Retardation  Center.  Since  that 
time  18  additional  projects  have  been  funded. 

All  project  funding  conforms  to  program  prior- 
ities set  by  the  Developmental  Disabilities  Plan- 
ning and  Advisory  Council  which  is  composed  of 
29  citizen  and  agency  members. 

The  following  grants  were  awarded:  ( 1 ) Board 
of  Trustees  of  Mental  Institutions,  Jackson,  Miss, 
for  North  Mississippi  Retardation  Center  Plan- 
ning Project — $30,505.32;  (2)  Mississippi  Asso- 
ciation for  Retarded  Children,  Inc.,  Jackson, 
Miss,  for  survey  of  program  resources  available 
to  the  developmentally  disabled  of  Miss. — $46,- 
198.36;  (3)  University  of  Mississippi  Medical 
Center  Division  of  Neurology,  Jackson,  Miss, 
for  gas-liquid  chromatograph  anti-convulsant  lev- 
els in  epileptics — $16,580.00;  (4)  Ellisville  State 
School,  Ellisville,  for  expansion  of  Jaycee  evalua- 
tion center  (equipment) — $23,818.00;  (5)  State 
Board  of  Health  Division  of  General  Health  Ser- 
vices for  equipment  for  neurological  services 
(Neurological  Clinic) — $4,255.00;  (6)  Missis- 
sippi Hospital-School  for  Cerebral  Palsy,  Jack- 
son,  for  transportation  (van),  pre-  and  post-oper- 
ative photography,  educational  materials — 
$7,984.06;  (7)  Ellisville  State  School,  Ellisville, 
for  community-based  day  care  centers  for  the  de- 
velopmentally disabled  (equipment  and  supplies) 
— $19,515.00;  and  (8)  Harrison  County  Associ- 
ation for  Retarded  Children,  Gulfport,  for  day 
training  for  adult  developmentally  disabled — 
HARC  Adult  Activity  Center — $30,180.00. 

Others  were:  (9)  Yellow  Creek-Tombigbee 
Region  IV  MH/MR  Commission,  Corinth,  for 
Region  IV  planning  (for  alcohol  abuse,  mental 
health  and  developmental  disabilities)  (4  coun- 
ties)— $5,000.00;  (10)  North  Mississippi  Re- 
tardation Center,  Oxford,  for  bus  transportation 
for  Lafayette  County  Development  Center — 
$4,051.79;  (11)  Ellisville  State  School  for  trans- 
portation for  off-campus  special  education  and 
child  development  program — $24,800.00;  (12) 


Region  II  Commission  on  Mental  Illness  and 
Mental  Retardation.  Oxford,  for  Adult  Activity 
Center  for  40  developmentally  disabled  (7  coun- 
ties)— $44,263.60;  (13)  Mississippi  Crippled 
Children’s  Treatment  and  Training  Center,  Jack- 
son,  for  expansion  of  educational  diagnosis  and 
evaluation — $11,869.00;  (14)  Mississippi  State 
Board  of  Health  for  Comprehensive  Neurology 
Clinics  for  the  developmentally  disabled — $32,- 
758.00;  (15)  Willowood  Development  Center, 
Jackson,  for  Willowood  Child  Development  Cen- 
ter for  20  preschool  developmentally  disabled — 
$32,683.22;  (16)  Region  1 Commission  on  Men- 
tal Health  and  Mental  Retardation.  Clarksdale, 
for  day  care  program  for  25  developmentally  dis- 
abled persons — $29,967.56;  (17)  Region  10 
Commission  on  Mental  Health  and  Mental  Re- 
tardation, Meridian,  for  planning  grant  for  de- 
velopmentally disabled  for  Region  10  (9  coun- 
ties)— $18,750.00;  (18)  Region  7 Commission 
on  Mental  Health  and  Mental  Retardation,  Stark- 
ville,  for  planning  grant  for  developmentally  dis- 
abled for  Region  7 (7  counties) — $16,100.00; 
and  (19)  Willowood  Development  Center,  Jack- 
son,  for  Adult  Activity  Center  to  serve  75  devel- 
opmentally disabled  persons  (7  counties) — $50,- 
932.71. 


UMC  Hosts 
Diabetes  $eminar 


Dr.  Phillip  Gorden . left,  National  Institute  of 
Arthritis  senior  investigator,  and  Dr.  Hunter  Little, 
center.  Palo  Alto  Medical  Clinic  ophthalmologist  and 
native  Mississippian,  were  among  speakers  at  a Dia- 
betes and  Diabetic  Retinopathy  Seminar  held  at  the 
University  Medical  Center  in  April.  Here  they  talk 
with  seminar  registrant  Dr.  David  Clippinger  of 
Gulfport.  The  seminar  was  co-sponsored  by  the  Uni- 
versity of  Mississippi  School  of  Medicine,  Society 
for  the  Prevention  of  Blindness  and  Vocational  Re- 
habilitation, Division  for  the  Blind. 
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NHLI  Blood  Disease 
Division  Names  Director 

Dr.  Ernest  Robert  Simon  has  been  named  di- 
rector of  the  Division  of  Blood  Diseases  and  Re- 
sources of  the  National  Heart  and  Lung  Institute. 
The  announcement  was  made  by  Dr.  Theodore 
Cooper,  director  of  the  institute. 

Dr.  Simon  will  head  one  of  six  divisions  estab- 
lished within  the  NHLI  following  its  elevation  to 
bureau  status  and  subsequent  reorganization. 

This  division,  which  has  a current  budget  of 
$38.1  million,  is  made  up  of  four  branches  deal- 
ing with:  ( 1 ) thrombosis  (blood  clots  in  the  heart 
or  blood  vessels)  and  hemorrhagic  disease  (he- 
mophilia, etc.);  (2)  manpower  and  resources; 
(3)  blood  resources  (blood  banking);  and  (4) 
sickle  cell  anemia  (a  genetic  blood  disorder  pri- 
marily afflicting  black  people  but  found  in  other 
ethnic  groups). 

Through  the  Thrombosis  and  Hemorrhagic 
Diseases  Branch,  research  is  being  supported  to 
determine  the  effects  of  certain  drugs  on  blood 
clotting,  as  well  as  studies  of  coagulation  disor- 
ders. 


WANTED 

Physicians  and  staff  psychiatrists 
for  Psychiatry  Service  of  University 
Affiliated  VA  Hospital.  Salary  range 
to  $34,971  plus  fringe  benefits  de- 
pending on  qualifications.  Current 
unrestricted  license  in  any  State  of 
U.  S.  required.  Research  and  teach- 
ing opportunities  and  University 
Medical  faculty  appointments 
available.  Contact: 

Chief  of  Staff 

North  Little  Rock  Division,  VAH 

Little  Rock,  Ark. 

Phone  501-372-8361,  Ext.  601 

An  Equal  Opportunity  Employer. 


Medical  Assistants 
Hold  7th  Annual  Meet 

Principal  speaker  at  the  7th  annual  state  con- 
vention of  the  Mississippi  Society  of  the  American 
Association  of  Medical  Assistants  was  Dr.  A.  A. 
Derrick,  Jr.,  Durant,  president-elect  of  the  Mis- 
sissippi State  Medical  Association.  The  meeting 
was  held  at  the  Broadwater  Beach  Hotel,  Biloxi, 
on  April  27.  Presiding  at  all  functions  was  Mrs. 
Thelma  VanCloostere,  RN,  Long  Beach,  presi- 
dent. 

Dr.  Derrick  spoke  on  “Your  Own  Special 
Brand  of  ESP.”  C.  T.  Walker,  director,  hospital 
and  professional  relations,  Mississippi  Hospital 
and  Medical  Service,  Jackson,  served  as  master 
of  ceremonies. 

W.  C.  Mosley,  executive  vice-president,  Mis- 
sissippi Hospital  and  Medical  Service  was  the 
Saturday  luncheon  speaker,  and  Miss  Jo  Estrada, 
RN  CMA,  San  Antonio,  Texas,  chairman, 
AAMA  certifying  board,  conducted  the  Saturday 
afternoon  workshop  on  certification. 

Immediately  following  the  installation  banquet 
Delta  Chapter  (Greenwood)  entertained  at  a re- 
ception honoring  Miss  Estrada  and  state  officers. 

Sunday  morning  devotional  was  conducted  by 
Dr.  Edward  H.  Currie,  Gulfport,  followed  by  a 
buffet  breakfast  and  a final  business  session. 

General  chairman  of  the  meeting  was  Mrs. 
Helen  Donohoo,  Gulfport.  Her  committee  includ- 
ed Mrs.  Marguerite  Bond,  registration;  Mrs.  Jo- 
anne Armes,  decorations;  Mrs.  Mary  Ellen  Lad- 
ner and  Mrs.  Mattie  North,  hostesses;  Mrs.  Mari- 
an Cook,  Tupelo,  door  prize;  and  Mrs.  Jane 
Clowe,  Jackson,  tote  bags. 

Physician  advisors  in  attendance  were  Drs. 
Richard  G.  Burman,  Gulfport,  chairman,  nation- 
al advisory  board;  James  P.  Spell,  Jackson,  chair- 
man, state  advisory  board;  Guy  D.  Campbell, 
Jackson;  William  T.  Oakes,  Amory,  and  John  D. 
Wofford,  Greenwood. 

State  officers  present  are  Mrs.  VanCloostere, 
Mrs.  Donohoo,  president-elect;  Mrs.  Gladys 
Lamb,  Greenwood,  vice-president;  Mrs.  Evelyn 
Wright,  Plantersville,  secretary;  and  Mrs.  Eliza- 
beth W.  Hampton,  CMA,  Jackson,  treasurer. 

Chapter  presidents  are  Mrs.  Hampton,  Central; 
Mrs.  Lois  Powell,  Coast  Counties;  Mrs.  Sarah 
Barrentine,  Delta;  Mrs.  Dorothy  C.  Rowell,  Hat- 
tiesburg; Mrs.  Peggy  Tidwell,  Meridian;  Mrs. 
Virginia  Becker,  Northeast;  Mrs.  Faye  Rappe, 
Prairie;  and  Mrs.  Jo  Lynn  Wall,  South  Central. 
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